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get the patient to take it. But there is never any difficulty 
in persuading a patient—a man, woman or child— 

to take LUCOZADE. This sparkling glucose drink is so 
delightful, so refreshing, that even the most difficult 

patients find it most acceptable. LUCOZADE is assimilated 
immediately —and further doses are eagerly welcomed. 
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SUBDURAL EFFUSIONS IN INFANCY: 24 CASES 


BY 


A. N. GUTHKELCH, M.Ch., F.R.C.S, . 
(From the Royal Manchester Children’s Hospital and the Department of Child Health, Manchester University) 


Subdural effusions in infancy have received little atten- 
tion from British writers. Brief communications have 
been made by Northfield (1939, 1 case), Hinden (1939, 
1 case), and Gimson (1945, 3 cases) ; while Wolfe (1948) 
has reported two cases of subdural haematoma treated 
successfully by operation, and Fine and Herson (1951) 
a fatal case. While this paper was in preparation Ever- 
ley Jones (1952) recorded six cases of subdural effusions 
complicating purulent meningitis. 

It should be emphasized that infantile subdural effu- 
sion is not a rare condition. Study of the records of the 
Royal Manchester Children’s Hospital for the four years 
covered by this series shows that, of all surgical condi- 
tions of the central nervous system occurring in the first 
two years of life, only spina bifida and hydrocephalus 
were seen more often than subdural haematoma. 
Tumours and abscesses of the central nervous system 
in infants were much less common. Similarly, Smith 
and her co-workers (1951) have reported finding sub- 
dural effusions in almost a half of their cases of bacterial 
meningitis in infancy, and Everley Jones’s (1952) figures 
are similar. To paraphrase Ingraham and Heyl (1939), 
the frequency with which these effusions are found is 
proportional to the intensity with which they are sought. 

The series here reported comprises 24 cases—18 cases 
of subdural haematoma in infancy ; 5 cases complicating 
purulent meningitis ; and 1 case of subdural effusion in 
a patient with sagittal sinus thrombosis. These groups 
are considered separately. 


SUBDURAL HAEMATOMA IN INFANCY 


The recognition of the importance of this condition 
is virtually the work of one man—Franc Ingraham, of 
Boston, whose classical papers with Matson (1944, 1949) 
record a much larger series of cases than any other 
writer. A further 55 cases are reported by Elvidge 
and Jackson (1949). Their series includes 10 cases of 
birth trauma treated by immediate operation and 9 cases 
of severe post-natal head injury, both of which groups 
had a very high mortality—even in the more chronic 
group 19.2% died. Statten (1948) reported 13 cases 
treated by miscellaneous methods and compared them 
with 15 cases treated by the regime advised by Ingraham 
and Matson (1944). He showed that in the former 
group inadequate treatment led to many deaths and to 
mental deficiency among the survivors; in the latter, 
10 cases were normal. 

Age and Sex.—Most cases occur in the first few 
months of life. Of the series reported here 11 developed 


symptoms before the age of 3 months, five between 3 and 
6 months, and only two thereafter (Table I). Ingraham 
and Matson (1949) found a preponderance of males over 
females in the ratio of 5:3. In this series the pre- 
ponderance is even more striking, being 5:1. 


Aetiology and Pathology 

Ingraham and Matson (1949) found evidence of birth 
trauma in about a quarter of their cases. In the present 
series a comprehensive history was available in 16 cases. 
Eight of these sustained definite birth trauma with a 
history of obvious damage to the head, difficulty in 
resuscitation, or a bloody cerebrospinal fluid in the 
neonatal period. Two infants were members of twin 
pregnancies and two were born prematurely (at 30 and 
34 weeks respectively). In a further two cases the 
baby had sustained a definite head injury a fortnight 
before the onset of symptoms, though no sign of frac- 
ture of the skull was found on x-ray examination. In 
only two cases was the antecedent history completely 
negative. 

Obviously, therefore, subdural haematoma is very 
often associated with an abnormal.or difficult labour 
(75% in this series). Furthermore, the fact that it most 
frequently presents in the first months of life also sug- 
gests that the cause is to be sought at or near the time 
of birth ; finally, the preponderance of males might be 
explained on the basis that male infants have bigger 
heads than females, and are therefore more likely to 
sustain intracranial injury at birth. 

There is no evidence that the haemorrhagic diseases 
play much part in the aetiology of the condition. 
Ingraham and Matson have noted that 31.5% of their 
cases showed some anaemia, but this is a common find- 
ing in infants who have been ill for long, whatever the 
cause. In the present series haemoglobin estimations 
were made at the beginning of treatment in 14. Nine 
of these infants had been ill for 14 days or less ; only 
two of them showed some anaemia, while in seven the 
haemoglobin was within the normal limits for age. Of 
the five infants who had been ill for more than 14 days 
three showed a haemoglobin of less than 60% ; in the 
other two it was 68%. 

Much has been written on the pathology of subdural 
haematoma. The conventional theory is that the original 
haemorrhage occurs from a cortical vein, probably in 
many cases one crossing the subdural space to reach a 
major venous sinus. This haemorrhage clots, and the 
clot then liquefies and eventually becomes surrounded 
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TABLE I.—Clinical Features in 18 Cases of Infantile Subdural Haematoma 
































j 
Age at Duration | | Enlarge- Site of + 
ag Sex Onset of of | Obstetric Abnormality Presenting Symptoms | ment of Haema- o—_ Result 
o- Symptoms | Symptoms | Head toma y 
' 
1 F 2 months | 14 days | Birth injury Fits, enlarged head | 1 in. L.andR. | L.andR. | Developing normally (4 yrs.) 
2 M a 1 day | Not known Fits »” %” ” — death (2nd crani- 
oto 
3 M i 3 days Twin Fits, vomiting . ee ‘ie - Well for 1 year. Untraced 
recently 
4 M ; > Birth injury Vomiting, enlarged head} 1} ,, % os Developing normally (3 yrs.) 
5 M 3 wo a Premature Fits No ae No a in convulsions within 
ear 
6 M S ~«@ S « Nil. Head injuty 2 weeks | Vomiting 1 in. ~ L. andR. | Devilesing normally (3 yrs.) 
before admission ; 
7 M 2 «és 4 months | Premature Fits and left hemiparesis 1} ,, - 7” | Backward (2 years); left 
hemiparesis 
~ M Newborn | 14 days Birth injury ro - Pr | No R. R. Mentally normal (2 years); 
left hemiparesis 
9 M 3 months | 1 month - - Fits és | R. (small) No Unimproved. Died of 
ai convulsions 
10 M = 4 days Fits and vomiting as | L.andR. | L.andR. ~~ normally (18 
| mon 
11 M 2 2 6weeks | ,, is Fits = L. (small) No Unimproved. Has cerebral 
| } Palsy 
12 | F 1 month | 14 days’ | Nil Vomiting, screaming | 1} in. L. and R. ‘.. Developing normally (18 
attacks months) 
13 | M 12 months | 10 ,, Nil. Head injury 2 weeks | Vomiting and enlarged | a aa a L. andR. | Developing normally (1 year) 
before admission hea | . 
14 | M 2 weeks  -_ Precipitate labour Fits ~~ bulging fon- | No - No | Developing normally (6 
tanelle | months) 
15 F > «“# 3 weeks Twin Fits and vomiting | »» ” o Appears well (1 month) 
16 M 2 months Nil Vomiting and one fit | oe wn L. andR. aa i. in. ke 
17 M 1 month 3 months } Birth injury Fits and backwardness | pa | & Ciingaeees, membrane ir- 
removal 
18 M 2 months 7 years Not known Enlarged head, vomit- 4 in. L.andR. | L.andR. | Well at present (3 months) 
F ing, headache 














by a semipermeable membrane of fibrous tissue. The 
liquefied clot has a high protein content and therefore 
attracts fluid into itself by osmosis. Thus it continues 
to expand for a long period after its original formation, 
though if a fatal issue does not supervene the fluid may 
later gradually be absorbed and the walls either calcify 
or form a dense “ scar” adherent externally to the dura 
and internally to the arachnoid and brain substance 
itself. 


Symptoms and Signs 

The commonest symptoms of infantile subdural 
haematoma are, in order of frequency, convulsions, 
vomiting, and irritability. Occasionally the parents notice 
enlargement of the head. On examination more than half 
the cases were found to have some pyrexia and unduly 
brisk tendon reflexes. More than half showed either a 
significant degree of enlargement of the head (that is, a 
circumference greater by 1 in. (2.5 cm.) or more than the 
normal for age) or a bulging fontanelle. It must be remem- 
bered that severe vomiting in an infant will rapidly cause 
dehydration, and there may therefore be the combination 
of enlarged head and depressed fontanelle as happened in 
Case 1. Changes in the optic fundi are rather uncommon 
(20-25%), the abnormality noted being much more often 
retinal haemorrhages than papilloedema. 

Focal neurological signs are exceptional, but this is not 
wholly surprising, because chronic subdural haematoma in 
adults frequently gives rise to few or to very misleading 
neurological signs, and the more yielding nature of the 
baby’s skull might be expected to lessen the local effects 
of compression still more. On the two occasions when a 
hemiplegia was observed before operation it failed to 
improve thereafter. It would seem, therefore, that focal 
signs may indicate underlying contusion or laceration of 
the brain rather than compression by the haematoma. 

In only one case (No. 8) was there a complete third- 
nerve palsy, with ptosis and a fixed dilated pupil, on the 
side of the clot. This was a case of known birth injury 
with the immediate onset of convulsions. Operation cured 
the paralysis, which was doubtless due to compression of 
the nerve by herniation of a cerebral hemisphere through 
the tentorium. A further two cases had a single sixth- 
nerve palsy, as of course may happen in any case of 
increased intracranial pressure. Both cleared up rapidly 
during treatment. 


Diagnosis 

There is only one diagnostic procedure of value—the 
subdural tap. The technique is described in detail by 
Ingraham and Matson: briefly, a needle is inserted just 
through the dura at the lateral angle of the anterior 
fontanelle, and the fluid, if amy, aspirated. Full aseptic 
precautions are necessary and a generous area of the scalp 
should be shaved. Not more than 10 ml. of fluid should 
be taken off from either side at the first tap, because the 
sudden removal of large quantities of fluid may result in 
collapse, hyperpyrexia, or renewed convulsions. It is un- 
necessary and unsafe to advance the needle into the brain— 
a blood vessel may be injured. If any quantity of subdural 
fluid is present it will be easily found, but where a strong 
suspicion of subdural effusion exists and the initial tap is 
negative a further tap may properly be done some days 
later. The original clot of blood may be relatively solid 
and circumscribed, but it seems to spread widely over the 
cortex as it liquefies. 

Almost always the fluid obtained is xanthochromic, with 
a variable quantity of fresh blood ; rarely it may be colour- 
less but of a high protein content. In this series the protein 
content of the fluid varied from 1 to 5 g., with an average 
of 2 g. per 100 ml. There was an excess of white cells, the 
counts varying from 60 to 1,600 per cmm. The poly- 
morph/lymphocyte ratio was usually about 1:2. 

There is little likelihood of confusing subdural fluid with 
cerebrospinal fluid. The latter was obtained by lumbar 
puncture in nine cases. In five it was of normal chemical 
composition, in two there was faint xanthochromia with 
a few red cells but a normal protein content, and in two 
the proteins were moderately elevated (100 and 170 mg. 
per 100 ml.). Moreover, it is almost impossible to extract 
more than a few drops of cerebrospinal fluid from 
the subarachnoid space over the surface of the brain by 
needling. 

Air encephalography is unsafe in these, as in almost all 
other cases of raised intracranial pressure, and is best 
avoided. Angiography might be safe, but the diagnosis 
can be made without it. 


Treatment 


It is not proposed to give full surgical details of treat- 
ment. After the first finding of subdural fluid the taps are 
repeated daily, the amount extracted being gradually 
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increased to as much as 25 ml. from each side when the 
effusion is large. There is usually a dramatic improve- 
ment in the infant’s condition within a matter of hours 
or at most a day or two. Convulsions and vomiting cease, 
the infant takes feeds readily and begins to gain weight 
again. The fontanelle becomes less tense and the head 
circumference may even shrink to normal. 

By the tenth to the fourteenth day the infant is fit for 
operation. This consists, in the first instance, in making 
burr-holes in the temporal region on the side of the 
haematoma. When the clot is bilateral the burr-holes are 


_ made on both sides. The dura mater is opened and the 


subdural space inspected. In some cases—unfortunately 
the minority—a small amount of residual subdural fluid 
escapes and the brain re-expands at once; there is no 
membrane formation and the wounds can be closed. It 
is our practice to perform subdural taps once or twice 
during the next week. Usually no further fluid is found, 
and the child can be discharged from hospital. 

In the other cases, comprising three-quarters of the total, 
one sees on opening the dura mater that a membrane 
already surrounds the haematoma. The outer layer of 
the membrane is adherent to the dura: it is the thicker 
of the two layers, and its inner surface is often shaggy. 
The inner layer is usually thin but tough, and adherent to 
the arachnoid. 

The whole point of the method of treatment advocated 
by Ingraham is that this membrane must be removed if the 
important growth of the brain which occurs during the first 
two years of childhood is not to be arrested by its constrict- 
ing influence. Accordingly, an osteoplastic flap is turned 
down and as much of the membrane as possible is dis- 
sected away from the surface of the hemisphere. Where 
the membrane is bilateral a flap is turned down on one side 
at a time. Recovery is usually so rapid that only 10 to 14 
days need elapse between the two craniotomies. A blood 
transfusion is always given during operation, and is repeated 
if necessary a few days later. Occasionally there is some 
effusion into the subdural space during the early post- 
operative period. This is treated by repeated aspiration 
as described above and soon settles down. A recurrent 
effusion was only once seen in this series (Case 6). Some 
of the clinical features are shown in Table I. 


Results 


Ingraham and Matson have claimed that 70% of their 
cases developed into normal children. It is not surprising 
that the results fall short of perfection when one considers 
that many of these children are known to have sustained 
major intracranial injuries at birth, and when sometimes 
at operation one finds the cortex of the brain shrunken, 
yellow, and sclerotic or full of areas of cystic degeneration. 
What is more surprising is that the mortality is so low. 
Ingraham and Matson have had 5 deaths in 116 patients 
who were subjected to craniotomy. As the membranes 
were bilateral in exactly half their series, this represents 
5 deaths in 174 operations. In the present series, Case 17, 
which is mentioned again later, had been neglected and his 
condition was in effect inoperable when he was first seen. 
In Case 5 craniotomy was advised but refused. It is a 
striking vindication of Ingraham’s views that this child 
continued to have frequent convulsions and died in status 
epilepticus within a year. 

This leaves’ 16 cases in which treatment was carried 
through according to plan, craniotomy being necessary in 
12, including 10 bilateral cases. The solitary death (Case 2) 
was due to an error of judgment in failing to order an 
immediate blood transfusion. Of the 15 survivors, 8 are 
developing normally, the eldest being now at school, and 
2 more are well, though their follow-up is too short to 
have significance. In Case 18 a diagnosis was made only 
after his subdural haematomas had been present for years. 
His head was greatly enlarged, and a bilateral removal of 
the subdural membranes was not followed by complete 


re-expansion of the brain. He is clinically well, with a 
normal intracranial pressure, and shows little mental 
retardation and no focal neurological signs. 

There is reasonable cause, therefore, to hope that 10 or 
possibly 11 of the 16 patients will grow up into normal 
children, a figure which is comparable to that given by 
Ingraham and Matson. One patient died, and, of the 
other four, two (Cases 7 and 8) have residual neurological 
signs. These are the two who had a hemiparesis which was 
unrelieved by surgery ; evidently their brains were severely 
damaged. There is some doubt whether in the final two 
cases (Cases 9 and 11) the subdural effusion had any rele- 
vance to their symptoms. In both its volume was very 
small, the total amount found over a period of 10 days 
being only 15 ml. and 25 ml. respectively, compared with 
a minimum of 100 ml. in any of the others. Neither 
showed membrane formation and neither was improved by 
subdural taps, though such fluid as was present was typically 
xanthochromic and had a vastly higher protein content 
than the cerebrospinal fluid examined at the same time. 
One now has cerebral palsy, the other died in convulsions. 


Case 14. Subdural Haematoma without Membrane 
Formation 


This patient was a male infant aged 2 weeks whose birth 
was precipitate. At the age of 2 days he developed con- 
vulsions and was admitted to a hospital, where lumbar 
puncture was performed. The fluid contained 170 mg. of 
protein per 100 ml. ahd 19 lymphocytes per c.mm. A diag- 
nosis of subdural haematoma was made and he was trans- 
ferred to the Royal Manchester Children’s Hospital. 

On admission he was found to have a head circumference 
of 144 in. (37 cm.); the fontanelle was tense and bulging. 
His temperature was 99.4° F. (37.4° C.).. A blood count 
showed: Hb, 68% ; white cells, 10,000 per c.mm., differ- 
ential count normal. Subdural taps yielded 5 ml. of turbid 
mahogany-coloured fluid, containing large numbers of blood. 
cells, on each side. Subdural taps were made on each of’ 
the five subsequent days, a total of 100 ml. being withdrawn. 
By this time the child was so well that it was possible to 
make exploratory burr-holes. 

Operation.—Under general anaesthesia temporal burr- 
holes were made on each side. On the left only a few 
millilitres of subdural fluid remained and there was no 
trace of membrane. On the right side some 60-80 ml. of 
fluid was evacuated, the brain expanding rapidly and com- 
pletely. There was possibly a trace of roughening of ,the 
inner surface of the dura, as though a membrane were 
about to form, but the surface of the arachnoid was nor- 
mal. The wounds were therefore closed. 

Six days later a final subdural tap was made but no 
further fluid was found. The patient’s convalescence was 
complicated by an attack of acute bronchitis, but he is 
now developing normally. 


Case 6. Recurrent Subdural Haematoma with Membranes 


A male baby of 5 months was admitted on February 7, 
1949, with a history of having fallen out of his cot and 
banged his head on the floor two weeks before. He had 
vomited repeatedly for five days. On examination he was 
found to be very irritable and pale. The head circumfer- 
ence was 184 in. (47 cm.), the fontanelle tense. There was 
a retinal haemorrhage in the right fundus. The tendon 
reflexes were grossly increased. 

Subdural taps yielded 7 ml. of blood-stained xantho- 
chromic fluid on each side, having a protein content of 
1,500 mg. per 100 ml., 220,000 red cells, and 900 white 
cells. A further 60 ml. of fluid was obtained during the 
next four days, but thereafter taps were dry on two 
successive days and bitemporal burr-holes made under 
general anaesthesia showed no further effusion. The child 
was therefore discharged from hospital on March 2. 

Some 12 weeks later (May 25) he was readmitted with a 
history of renewed vomiting with drowsiness, fever, and 
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cough for eight days. On examination the head circum- 
ference was as before, the fontanelle tense. His tempera- 
ture was 101° F. (38.3° C.) and there was slight meningism. 
An immediate subdural tap yielded 8 ml. of very deeply 
blood-stained fluid on each side. The subdural taps were 
repeated daily for a further 18 days, 850 ml. of fluid being 
removed. The composition of this was similar in all 
respects, at first, to that obtained before. Later the fluid 
became almost clear yellow. 

First Operation.—On June 13, under general anaesthesia 
and with a blood transfusion from the beginning, a right 
temporal osteoplastic flap was turned down. There was 
found to be a large cavity lined with a thin membrane in 
the subdural space extending mainly anteriorly over the 
frontal lobe of the brain. Most of the membrane was 
dissected away, the cavity filled with saline, and the wound 
closed. Convalescence was uneventful except for a con- 
siderable recurrence of effusion on the operated side during 
the next 14 days, a total of 210 ml. being aspirated. 

Second Operation—On June 27, again under general 
anaesthesia and with continuous blood transfusion, a left 
temporal osteoplastic flap was turned down. This time 
the haematoma was found to be mainly over the post- 
frontal, parietal, and temporal regions, and was easily 
dissected away. 

The child again made a smooth recovery, and this time 
further aspirations of the subdural spaces were negative. 
He left hospital on July 20. He has since been seen at 
intervals of a few months in the out-patient department 
and is developing normally in all respects. 


Case 17. Neglected Subdural Haematoma 


This baby was admitted at the age of 14 months. His 
had been a very. difficult forceps delivery, and he sustained 
a depressed fracture of the left side of the skull. At 4 days 
he had several fits (right side). At 10 weeks he had a febrile 
illness with screaming attacks and vomiting which lasted a 
week. Since then he had had repeated generalized epileptic 
attacks, and occasional projectile vomiting. He had not sat 
up or begun to play with toys. 

On examination he was found to be very backward, paying 
no attention to sounds or to objects moved in front of him 
and making no effort to sit up. There was a gross depression 
of the left fronto-parietal region of the skull; the head 
circumference was normal. The pupils reacted briskly to 
light, the fundi were normal, and there was no obvious hemi- 
paresis. Lumbar puncture showed 5 white blood cells per 
c.mm. with a normal chemistry. 

First Operation—Under general anaesthesia an explora- 
tory burr-hole was made over the site of the depressed 
fracture, but nothing abnormal was found. A _ burr-hole 
over the left parietal eminence, however, revealed a rather 
tough subdural membrane, densely adherent to dura and 
brain, from which a small piece was. removed for biopsy. 
It showed mature fibrous tissue with no evidence of calci- 
fication. 

Second Operation.—A week later, under general anaes- 
thesia, a small bone flap was turned down over the site of 
the biopsy. The dura was lined with a tough fibrous tissue 
several millimetres thick, adherent everywhere to the arach- 
noid. The subarachnoid space was abnormally deep, the 
cerebral cortex yellow and tough, with small atrophic gyri 
and wide sulci. In one area it contained multiple small 
cysts. There seemed no point in dissecting away the subdural 


membrane in the presence of such severe brain atrophy, so 
the bone flap was replaced in the usual way. 

This child has not been seen recently, but was making 
little progress during the few months after his operation. 


Comment 


Case 14 shows how with early diagnosis one can hope to 
achieve a rapid and smooth recovery without recourse to 
major surgery. If the subdural spaces can be emptied early 
enough no membrane is allowed to form and there need be 
no craniotomy. 

Case 6 taught a lesson which has since been emphasized 
by Ingraham and Matson (1949). The majority of these 
haematomas extend into the temporal region and will be 
found by the diagnostic burr-holes already recommended. 
From time to time, however, a case occurs in which the clot 
is situated elsewhere, so that, if the suspicion of subdural 
haematoma is very strong but temporal exploration is nega- 
tive, further burr-holes should be made in the frontal and 
parietal regions. The sudden “ drying-up ” of the subdural 
spaces should have suggested that there was still some 
effusion, but in a situation not accessible to needling through 
the fontanelle. The recurrence of symptoms 12 weeks after 
the first admission was doubtless due to the further expan- 
sion of a haematoma which had been only partially aspirated 
before. It is fortunate that the delay has had no permanent 
effect on the child’s mental development. 

It would be wrong to claim that Case 17 could necessarily 
have been saved by prompt treatment. Although there was 
certainty an old subdural haematoma, the atrophy and 
sclerosis of the underlying cortex may well have been the 
end-result of contusion, laceration, and vascular disturbance 
occurring during the actual birth trauma. 


SUBDURAL EFFUSION IN PURULENT 
MENINGITIS 


There are several different circumstances in which infec- 
tion and subdural effusion can be associated. Spitz ef al. 
(1945) pointed out the fundamental distinction between sub- 
dural effusion complicating purulent meningitis and a col- 
lection of pus in the subdural space complicating osteo- 
myelitis of the skull. Schiller et al. (1948) noted that the 
latter condition might be either localized or spreading. If 
it were spreading they preferred to call it “ purulent pachy- 
meningitis.” They also mentioned the possibility of sub- 
dural abscess occurring as a complication of cerebral 
abscess or through the infection of a subdural haematoma. 
Finally, as is reported in the next section, a subdural effusion 
may complicate cerebral thrombophlebitis. 

The complete classification of subdural effusions associ- 
ated with infection is therefore : 

. f (1) With osteomyelitis of the skull. 
A. Localized .. (2) With cerebral abscess. 

(1) With osteomyelitis of the skull—* puru- 
lent pachymeningitis.”’ 

(2) Due to infection of a subdural haema- 
toma. 

(3) With purulent meningitis. 

(4) With cerebral thrombophlebitis. 


Of the spreading effusions, purulent pachymeningitis has 
a strong tendency to loculate, and therefore presents a 
surgical problem of great difficulty. We are here concerned 
only with the meningitic variety, the five examples being 
shown in Table II. 


B. Spreading 


TaBLe II.—Clinical Features in Five Cases of Subdural Effusion Complicating Purulent Meningitis 
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Incidence-—Most of these cases occur in the first year of 
life (McKay er al., 1950; Smith et al., 1951; Everley Jones, 
1952), but cases may be found in adults (Spitz er al., 1945). 
The incidence between the sexes seems to be about equal, in 
contrast to the marked preponderance of males in subdural 
haematoma. 


Aetiology and Pathology 


The causative organism of the initial meningitis is most 
commonly Haemophilus influenzae or a pneumococcus, but 
several others have been recorded. In this series two were 
pneumococcal, one was staphylococcal, one streptococcal ; 
and in one no organism was isolated. The reason for the 
effusion is obscure. McKay ef al. mention the possibilities 
of exudation or haemorrhage into the subdural space as a 
complication of either antibiotic therapy or of repeated 
lumbar puncture, or of “ minimal trauma in a critically ill 
infant”; Smith et al. postulate a transudation of fluid 
containing cells and bacteria across the inflamed arachnoid 
into the subdural space, where the lysis of the cells produces 
a fluid of high protein content, and osmotic processes sub- 
sequently cause the effusion to enlarge until it produces 
symptoms. It is known that an effusion can occur without 
intrathecal administration of antibiotics, while the fact that 
it does not complicate tuberculous meningitis must surely 
nowadays exclude lumbar puncture as a cause. There may 
in fact be two separate conditions. The minimum protein 
content in the nine cases of McKay er al. was 700 mg. 
per 100 ml. The 20 cases of Smith et al., however, showed 
a variation between 40 and 1,920 mg. of protein per 100 ml. 
In Everley Jones’s series there were four cases with a protein 
content of 1,000 mg. or more, and two in which it lay 
between 150 and 250 mg. per 100 ml. In the four patients 
now reported in whom the estimation was made, the reading 
was between 1,000 and 5,000 mg. per 100 ml. 

It is tempting to suggest that the lower-protein group 
represent cases of simple transudation across the arachnoid, 
while in the high-protein group some additional element 
exists. A suggestion about the nature of this additional 
factor is made below. The difference is not due simply to 
the age of the effusion, for a high reading was found ty 
Everley Jones in his Case 6 on the eighth day of the illness, 
and a low one in his Case 4 on the sixteenth day. 

Whatever the reason, it is certainly unexpected and inter- 
esting to find in the present series that the protein content 
of the fluid is exactly the same as it is in subdural haematoma 
(1-5 g., average 2 g., per 100 ml.), nor were the white cell 
counts very dissimilar (30-2,500, usually 400-600, per 


c.mm.). 


Diagnosis and Treatment 


It is generally agreed that a subdural effusion should be 
suspected, and diagnostic subdural taps made,sin any infant 
with meningitis whose clinical progress is unsatisfactory 
after three days’ treatment, or who has persistent fever, 
vomiting, convulsions, or a tense fontanelle. 

The routine of daily subdural taps, exactly as advised 
for subdural haematoma, should be followed. After 10 
days, at any rate in all but the smallest effusions, bitem- 
poral burr-holes should be made and the subdural space 
inspected. Where membrane formation has occurred, 
craniotomy with removal of the membrane is indicated. 

In Case 20 the fontanelle had closed and the diagnosis 
was made by exploratory burr-holes. Here membrane form- 
ation was minimal and a good result was obtained by simple 
tube drainage for four days. 


Results 


No one yet knows the long-term results in these cases. 
In Case 23 (this patient is older than the others, but is 
included here because her condition was the same as that 
of the infants) the membrane was too adherent and wide- 
spread to be totally removed. Of the two cases in which 
only a very thin membrane was present, Case 20 has been 


followed for 24 years and is developing normally, and Case 
22 seems well but not enough time has elapsed for assess- 
ment. Of the two with membranes requiring craniotomy, . 
Case 19 was always backward, suffered from fits, and died a 
year after operation from a further attack of meningitis. 
Case 21 has been followed for two years, and is a bad- 
tempered and intractable child. 

Nevertheless, from the literature referred to previously 
one gets the general impression that with early diagnosis the 
results may approach those obtained in infantile subdural 


haematoma. 


Case 20. Effusion without Membrane Formation 


A male baby aged 12 months was transferred to the Royal 
Manchester Children’s Hospital with a seven-day history of 
streptococcal meningitis complicating a left otitis media. 
He was pyrexial and vomited repeatedly. There was a left 
external rectus palsy, the head circumference was 20} in. 
(51.5 cm.), and x-ray films of the skull. showed gross separa- 
tion of the sutures. There were no localizing neurological 
signs. The lumbar cerebrospinal fluid contained 116 mg. 
of protein per 100 ml. and 33 cells per c.mm. Bitemporal 
burr-holes made under general anaesthesia revealed large 
collections of turbid yellow subdural fluid. This contained 
3.75 g. of protein per 100 ml. and 2,500 white blood cells 
(80% polymorphs). As there was only a very thin mem- 
brane craniotomy was not performed. Instead the subdural 
spaces were drained by rubber tubes for four days. The 
child made an uninterrupted recovery, and aspiration of the 
burr-holes seven days after the removal of the tubes showed 
no evidence of recurrence of the effusion. As noted above, 


he is developing normally. 


Case 21. Subdural Effusion with Membranes 


A male infant of 8 months was admitted to the Royal 
Manchester Children’s Hospital on March 13, 1950, with a 
history of vomiting and a squint for three days, followed by 
convulsions within the last 24 hours. On examination he 
was having frequent right-sided epileptic attacks, there was 
no meningism, and the fundi were normal. There were 
rales over both lung fields. Immediate lumbar puncture 
yielded a turbid fluid containing 500 white cells per c.mm. 
and many Gram-positive diplococci, later established as 
pneumococci : the protein content was 300 mg. per 100 ml. 
Treatment with penicillin intramuscularly and intrathecally 
together with sulphadimidine was begun at once. By March 
30 the cerebrospinal fluid showed 45 cells (all monocytes) 
per c.mm., 110 mg. of protein per 100 ml., and sterile cul- 
ture, but the child was still irritable and pyrexial, and was 
developing a right hemiparesis. As the fontanelle was closed 
and the diagnosis was uncertain, bilateral occipital burr-holes 
were made on March 30 with a view to ventriculography if 
necessary. These showed the presence of large subdural 
effusions on each side, the fluid being xanthochromic and 
slightly turbid, with a protein content of 5,000 mg. per 
100 ml. The wounds were closed and a further 80 ml. of 
similar fluid was aspirated during the next week from the 
left side. The right side produced only a further 20 ml. 


of fluid. 

Craniotomy.—On April 10, under general anaesthesia, a 
left temporal osteoplastic flap was turned down and a rather 
thin but tough subdural membrane dissected away. The 
cavity was filled with saline and the flap replaced and 
sutured. 

During the immediate post-operative period there was 
some pyrexia and swelling of the scalp, but no frank sepsis 
developed. Further aspirations of the left subdural space 
were negative. On May 1 a right temporal burr-hole was 
made, but there were no signs of effusion or membrane 
formation on this side. Meanwhile, the right hemiparesis 
had almost completely cleared, and the child was discharged 
a week later. Two years later he was bad-tempered, destruc- 
tive, and dirty in his habits. There was still slight stiffness 


of the right arm and leg. 
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Case 23. Neglected Subdural Effusion 


A girl aged 12 years was admitted some five years before 
with a history of pneumococcal meningitis which had been 
complicated by the development of a right hemiparesis, 
dysphasia, and fits. Cerebral thrombophlebitis had been sus- 
pected at the time. When seen at the Royal Manchester 
Children’s Hospital she was having about one major and 
one minor epileptic fit per week, the right face and limbs 
twitching more than the left. She had some difficulty in 
speech and definite clumsiness of the right hand, but a 
normal gait. Air encephalography showed a gross dilatation 
of the posterior part of the left lateral ventricle. 

Operation—Under general anaesthesia a left-sided pos- 
terior osteoplastic flap was turned down. The dura was 
found to be everywhere densely adherent to a membrane 
about 1 cm. in thickness. This in turn was very adherent 
to the underlying cortex, and only a limited amount could be 
dissected away. There was also, on the other hand, a well- 
localized cerebral scar; this was excised down to the ven- 
tricle, leaving healthy white matter on all sides. The usual 
closure of the wound was made. 

The child made a good recovery. There has been. no 
increase in her neurological signs and so far (six months 
after operation) she has had no further fits. 


Comment 


In Case 21 the relatively poor result may be due either to 
the severity of the original infection or to the fact that 
diagnosis was somewhat delayed. In Case 23, which closely 
resembles the neglected case of subdural haematoma (Case 
17) there was so typical a sheet of fibrous tissue lying in 
the subdural space and exiending far beyond the bounds 
of the cerebral scar that the diagnosis of old encapsulated 
subdural effusion can hardly be doubted. It is conceivable, 
however, that the findings represent spontaneous resolution 
of a cerebral abscess with a subdural effusion overlying it. 

The high proportion of cases with membrane formation 
recorded by McKay ef al. (1950) and in this series, both 
from neurosurgical clinics, contrasts with the very much 
lower figures of cases submitted to operation from paediatric 
clinics: Smith et al. (1951)}—two cases in twenty—and Ever- 
ley Jones (1952), one in six. The explanation is doubtless 
that if subdural effusions are sought for early in cases of 
meningitis they will rapidly respond to treatment, without 
need for major neurosurgical intervention. But where they 
are not so sought, though a proportion may resolve spon- 
taneously, the others will become encapsulated. These latter, 
if untreated, may cause either a fatal issue or (as in Case 23) 
serious disability later. 


CEREBRAL VENOUS THROMBOSIS WITH 
SUBDURAL EFFUSION 


The whole question of the importance of cerebral 
thrombophlebitis as a cause of neurological symptoms and 
signs in infancy is a somewhat controversial one. The con- 
dition is rarely fatal, and even modern cerebral angiography 
with special methods designed to demonstrate the venous 
sinuses has failed,, both in cases investigated by me and in 
those of others (Logue, 1952, personal communication), to 
demonstrate an obstruction with any regularity. None the 
less there are certain forms of illness in infants, particularly 
with a sudden onset of fits and a varying degree of hemi- 
plegia associated with fever and moderate increase in the 
cells and protein content of the cerebrospinal fluid, in 
which the diagnosis of cerebral thrombophlebitis provides 
an acceptable explanation. -The occurrence of a subdural 
effusion in such a case has some theoretical importance. 

Case 24.—A female infant aged 4 months was admitted to 
Booth Hall Hospital under the care of Dr. W. H. Patterson, 
by whose kindness I record this case. She was the daughter 
of an epileptic mother and suffered from congenital heart 
disease. The immediate reason for admission was a history 


of five convulsions in the past ten days, with irritability and 
vomiting. On examination the cfild was severely dehy- 
drated, but with a tense bulging fontanelle. Lumbar 
puncture showed a faintly xanthochromic fluid under a 
pressure of more than 300 mm. It contained 40 mg. of 
protein per 100 ml. and 12 leucocytes, 50% being lympho- 
cytes and 50% endothelial cells. Subdural taps yielded 5 ml. 
on the left side and 3 ml. on the right of a dark-brown 
slightly blood-stained fluid containing 110 leucocytes on the 
left and 60 leucocytes on the right. The child was not im- 
proved by this procedure, and died within 48 hours. 
Necropsy showed a thrombosis of the sagittal sinus and of 
its tributary veins on both sides, together with pulmonary 
stenosis and a patent interventricular septum. 


Comment 


The similarity, already noted, of the fluid found in cases 
of infantile subdural haematoma to that found in the 
majority of cases of subdural effusion complicating purulent 
meningitis suggests that a similar cause is responsible for 
both. The haematomas are generally believed to arise from 
haemorrhage from a vein bridging the subdural space from 
cortex to venous sinus, so that it would seem reasonable to 
suppose that a similar effusion in purulent meningitis might 
arise from necrosis of the wall of a vein involved in a process 
of thrombophlebitis. Spitz et al. (1945) have already made 
this suggestion, claiming indeed to demonstrate in their 
necropsy material a “ necrotizing involvement of the bridg- 
ing veins which had allowed their contents to escape through 
their damaged walls.” But as their case was also suffering 
from purulent meningitis the transudation theory previously 
mentioned might still conceivably have accounted for the 
effusion observed. 

In Case 24 no such explanation is possible because there 
was no evidence of meningitis. The objection that the 
effusion was small can be answered in two ways. On the 
one hand, the thrombosis was so massive that the infant died 
before the effusion could grow to any size. On the other, 
there is a case in the literature (Penfield, 1923) in which a 
boy of 16 months was found to have huge bilateral subdural 
effusions after a febrile illness with otitis media. Penfield 
observed this boy for many weeks and noted further febrile 
episodes accompanied by a lymphocytic reaction in the 
cerebrospinal fluid. At that time little was known of the 
cause of “ otitic hydrocephalus,” as it was then termed, but 
Penfield obviously leans to this diagnosis in his discussion. 
The case would probably be regarded now as one of cerebral 
thrombophlebitis, and there is therefore no reason to 
regard Case 24 as unique. 

Accordingly it may be concluded that cerebral thrombo- 
phlebitis, whether it occurs from extension of infection from 
purulent meningitis or from a focus elsewhere, may give rise 
to a subdural effusion, and that the likely mechanism is 
the giving way of the necrotic walls of veins crossing the 
subdural space. 

Finally, now that we know (Symonds, 1952) how com- 
monly an intracranial venous thrombosis may complicate 
any infective focus, however trivial and wherever situated in 
the body, it is tempting to attribute to the same process 
those cases of infantile subdural effus:on in which convincing 
evidence of either trauma or intracranial suppuration is 
entirely absent. 


Summary 


A series of 18 cases of subdural haematoma of infancy 
is presented. The clinical features of the condition are 
described and the method of treatment is indicated. 
There is reason to suppose that nearly 70% of these 
children will grow up normally. 

Five cases of subdural effusion complicating bacterial 
meningitis are described. The clinical details are given, 
and the similarity of the effusion to that found in sub- 
dural haematoma is noted. 
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A case of subdural effusion complicating sagittal sinus 
thrombosis is also described. On the basis of this case 
and of those of other workers it is concluded that certain 
types of subdural effusion complicating purulent menin- 
gitis may be due to a leakage of blood from the necrotic 
wall of a vein involved in thrombophlebitis. 


It is a pleasure to acknowledge the co-operation of all the 
paediatricians in the Manchester Region in collecting the material 
for this paper. I am also indebted to Mr. L. P. Lassman and 
Mr. A. Jolleys, and to many residents at the Royal Manchester 
Children’s Hospital, for help in the documentation and manage- 
ment of the cases, and to Sister N. Kewley for devoted nursing 
care. There is no doubt that the credit for the low operative 
mortality recorded in this paper belongs very largely to Dr. Tom 
Dinsdale, who gave the anaesthetics for almost all the operations. 
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(From the Royal Infirmary, Sheffield, and the Department 
of Pharmacology and Therapeutics, University 
of Sheffield) 


During recent years it has been recognized that Crohn’s 
disease, or regional ileitis, is not always confined to the 
terminal ileum, but may be widespread, involving the 
proximal ileum, jejunum, colon, and even the duodenum. 
Surgery is definitely indicated for the relief of intestinal 
obstruction, and possibly for treatment of localized 
forms of the disease, when the affected portion of bowel 
may be excised. Patients with widespread disease present 
a difficult therapeutic problem. Surgery has proved dis- 
appointing, as complete extirpation of the affected bowel 
is seldom possible and recurrence after operation is com- 
mon. In such circumstances therapy is directed towards 
improving the general nutrition of the patient and 
correcting deficiencies of vitamins and minerals. The 
main purpose of this paper is to describe the effects of a 
high-protein diet and intravenous iron, observed in three 
patients suffering from Crohn’s disease with steatorrhoea, 
and to draw attention to the beneficial result that may 
accrue from a carefully planned diet. 


Case 1 


A schoolboy aged 12 was admitted to hospital on April 
4, 1948, complaining of diarrhoea and of colicky pain in 
the right iliac fossa. Intermittent slight pyrexia was present, 
but otherwise his general condition was good. He passed 
several loose green stools daily, from which no pathogenic 
Organisms were isolated. Agglutination reactions to the 


typhoid and dysentery groups were negative. A barium 
enema revealed nothing abnormal. After treatment with 
sulphonamides and penicillin he was discharged home on 
May 27. His symptoms persisted and his weight fell from 
7 st. 3 Ib. (45.8.kg.) to 4 st. 104 lb. (30.2 kg.). He was 
readmitted to hospital on July 2. Apart from his wasted 
appearance clinical examination was negative. A hypo- 
chromic anaemia was present: Hb, 13.6 g. per 100 ml.; 
red cells, 4,300,000 per cmm. The E.S.R. was 28 mm. in 
one hour (Westergren). Agglutination reactions were again 
negative, including those to Brucella abortus. The diag- 
nosis of Crohn’s disease was considered at this time, but 
attempts to demonstrate the terminal ileum radiologically 
failed. A low-residue diet was prescribed and his weight 
had risen to 5 st. 1 Ib. (32.2 kg.) when he returned home 
on August 19. He remained under observation until March, 
1949, when he weighed 6 st. 114 lb. (43.3 kg.), and although 
his stools were still loose he was free from pain and attend- 
ing school regularly. 

In September the diarrhoea became worse and colicky 
abdominal pain returned, accompanied by vomiting. In 
April, 1950, examination by barium enema and sigmoido- 
scopy was normal. His condition deteriorated steadily until 
he was admitted to hospital on February 7, 1951, weighing 
4 st. 3 Ib. (26.8 kg.). He was passing about 10 loose offen- 
sive stools daily and vomiting most of his food shortly 
after it was eaten. He also complained of numbness and 
paraesthesiae in the extremities. Clinical examination 
revealed gross emaciation and faint brown pigmentation of 
the skin. The blood pressure was 110/75. No mass could 
be felt in the abdomen. 

The results of laboratory investigations at this time are 
summarized briefly: E.S.R., 40 mm. in one hour (Wester- 
gren); Hb, 63% (9.3 g. per 100 ml.); red cells, 3,350,000 
per c.mm.; C.I., 0.95; M.C.D., 7.2 »; white cells, 12,000 
per c.mm. The iliac marrow showed a marked normo- 
blastic reaction of iron-deficiency type ; macronormoblasts 
were also present, but no megaloblasts were seen. Micro- 
scopy of the stools showed no exudate ; a few undigested 
meat fibres were seen. No faecal pathogens were isolated. 
Blood culture was negative. The titre of serum aggluti- 
nating Br. abortus was 1:640 + 1:1,280, and Br. melitensis 
1:320 + 1:640. The total serum proteins were 5.4 g. per 
100 ml. (albumin 3 g., globulin 2.4 g.). The average daily 
output of fat in the faeces was 7 g.; full details are given 
in the Table. 

Radiological examination of the bowel showed marked 
narrowing and irregularity of the terminal ileum. There 
was narrowing in the middle of the transverse colon, with 
destruction of normal mucosal pattern, continuing to half- 
way down the descending colon. 

As a result of the above findings a clinical diagnosis of 
chronic ileocolitis due to Crohn’s disease was made. 

The temperature varied between 99 and 100° F. (37.2 and 
37.8° C.) for the first six weeks in hospital. The agglutina- 
tion reactions to Br. abortus and Br. melitensis were still 
at the same high titre a week after admission. Blood cul- 
tures for these organisms were negative. A course of aureo- 
mycin was given, 60 g. in 21 days. There was little effect 
on the temperature, but the titres fell to 1:80 to both 
organisms four days after starting the drug and to 1:20 
one month later, and have remained at this level. In view 
of the rapid fall in titre of agglutinins, it was unlikely that 
active brucellosis was present. 

Feeding presented a great problem at first, owing to 
vomiting and anorexia. The patient was given a low- 
residue, high-protein, low-fat diet, containing daily two or 
three eggs, liberal helpings of meat and fish, and 75 g. of 
protein in a proprietary preparation. Bread-and-butter, 
small quantities of sieved vegetables, and boiled potatoes 
were included. His condition improved rapidly, and at the 
end of three weeks his weight was 5 st. 5 lb. (34 kg.), a gain 
of 16 Ib. (7.3 kg.). The hypochromic anaemia responded to 
iron, 30 ml. of “ ferrivenin” being given intravenously ‘in 
the week before he was discharged from hospital. 
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As his appetite improved, his stools increased greatly in 
bulk and it was even more evident that steatorrhoea was 
present than on admission. Estimations in April showed 
the average daily output of fat in the stools over four days 
to be 36 g. The fat intake was approximately 90 g. daily 
during the period of collection (see Table). A glucose- 
tolerance test was normal. 


When the patient returned home on April 27 he weighed ‘ 


7 st. 6 Ib. (47.2 kg.). 

Subsequent progress has been excellent. After three 
weeks’ convalescence he returned to school, and has 
attended regularly for nine months. His activities are not 
restricted. He plays games, swims, and rides a bicycle for 
the first time since the start of his illness in 1948. His basic 
diet consists of an egg for breakfast with bread-and-butter, 
banana or cheese sandwiches for lunch, and a meal at night 
of meat or fish, potatoes, and a milk pudding. Milk is not 
restricted and fats are allowed in moderation. His mother 
has been advised to add different articles to the diet, one 
at a time, noting the effect on the stools. It has been found 
that he can tolerate boiled carrots, stewed apples, and fresh 
oranges. Most other foods cause an increase in the num- 
ber of stools. This diet is supplemented by oral iron, 
vitamins of the B group, and ascorbic acid. 

The patient was reassessed in January, 1952. His weight 
was then 10 st. (63.5 kg.), a gain of 81 lb. (36.7 kg.) in 11 
months. He had grown taller and secondary sexual charac- 
ters had appeared. He was passing two or three semi- 
formed stools daily, as compared with six stools at the time 
of discharge from hospital, in spite of the fact that he was 
taking most of his fat ration. The average daily output of 
fat in the faeces over three days was 8 g., on a measured 
intake of 100 g. daily (see Table). A barium enema showed 
normal haustration and outline as far as the middle of the 
transverse colon, where persistent narrowing was still pre- 
sent. The proximal part of the transverse colon, ascending 
colon, and caecum showed a normal outline, as in previous 
studies. The terminal ileum remained narrowed, with a 
distorted mucosal pattern. Healing of the lesion in the 
descending colon and splenic flexure had undoubtedly taken 
place. 

Case 2 

A man aged 20 began to have attacks of right-sided 
abdominal pain and occasional diarrhoea in 1945. Three 
months after the onset of symptoms appendicectomy was 
performed, but no report on the condition of the bowel 
is available. He was in bed for six weeks after the opera- 
tidn and then returned to work. Symptoms recurred two 
years later. The pain increased in severity, and was accom- 
panied by abdominal distension and the passage of flatus. 
Four loose stools were passed daily. He lost 3 st. (19 kg.) 
in weight before admission to hospital in May, 1948. A 
tender mass was palpable in the right iliac fossa. The blood 
count was normal. A diagnosis of regional ileitis was made. 
This was confirmed at laparotomy in August, 1948, and was 
treated by resection of 4 ft. (1.2 metres) of terminal ileum, 
ileo-colostomy, and right hemicolectomy. The histological 
appearance of the diseased ileum was that of Crohn’s 
disease. He was discharged from hospital in October, 1948, 
and was well until February, 1950, although he continued 
to pass loose stools three or four times daily. Abdominal 
pain then returned and the diarrhoea became worse. A 
barium meal in February, 1950, showed recurrence of the 
disease, just distal to the anastomosis. In September, 1950, 
a fistula appeared at the upper end of the abdominal scar 
and discharged intermittently. 

He was readmitted to hospital on May 1, 1951. Exami- 
nation revealed a pale, wasted young man, with early finger- 
clubbing. A tender mass was palpable in the right iliac 
fossa, deep to the discharging fistula. He was passing three 
or four bulky offensive stools daily. The results of labora- 
tory investigations are summarized as follows: Hb, 63% 
(9.3 g. per 100 ml.); red cells, 3,750,000 per c.mm.; C.L, 
0.88; M.C.D., 7.2 »; white cells, 15,000 per c.mm. The 
blood film showed a simple polymorphonuclear leucocytosis. 
Two types of red cells were seen: (1) microcytic and slightly 


hypochromic, and (2) macrocytic and normochromic. The 
iliac marrow showed a normoblastic reaction of iron- 
deficiency type, along with megaloid cells and macro- 
granulocytes which suggest liver-factor deficiency. Free 
hydrochloric acid was present in the stomach. The urine 
was normal. Microscopy of the stools showed scanty 
leucocytes only. No faecal pathogens were cultured. The 
total serum proteins were 7 g. per 100 ml. (albumin 3.4 g., 
globulin 3.6 g.) Culture of the pus from the fistula grew 
Staph. pyogenes, sensitive to penicillin. The average daily 
output of fat in the stools was 38 g. measured over three 
days, while the intake was approximately 70 g. daily (see 
Table). 

There was continuous pyrexia for the first four weeks in 
hospital, the temperature varying between 99 and 101° F. 
(37.2 and 38.3° C.). Sulphadimidine, penicillin, and chlor- 
amphenicol were prescribed in turn. The abdominal mass 
finally became fluctuant. It was incised, and approximately 
500 ml. of thick pus drained. Thereafter he was afebrile. 

A diet similar to that given to Case 1 was prescribed. 
He also received iron intravenously—90 ml. of “ ferrivenin ” 
being given in 10 days—and folic acid, 15 mg. daily by 
mouth. When he left hospital on June 20 his weight was 
8 st. 8 lb. (54.4 kg.). The abdominal fistula had closed by 
August and he returned to work. In November he weighed 
10 st. 2 lb. (64.4 kg.), a total gain of 23 Ib. (10.4 kg.). His 
haemoglobin was 110% (16.3 g. per 100 ml.), and the red 
blood cells numbered 5,200,000 per c.mm. 

A full assessment was made in February, 1952. By this 
time he had worked regularly for six months, had married, 
and was feeling extremely fit. His weight was stationary 
and the fistula had remained healed. For the first time since 
the start of his illness in 1945 he was passing only one stool 
daily, and this was usually formed. His basic diet resembled 
that of Case 1. He said that as fats precipitated diarrhoea 
he avoided them, but he tolerated fruit and vegetables quite 
well so long as they were taken with meals. He continued 
to take ascorbic acid, yeast tablets, and small doses of iron 
by mouth. Folic acid had been discontinued four months 
previously. 

The average daily output of fat in the stools, on a fat 
intake of 100 g. daily, was 32 g. (see Table). A glucose- 
tolerance test was normal. The blood count was as follows: 
Hb, 95% (14.1 g. per 100 ml.); red cells, 4,100,000 per 
c.mm.; C.I., 1.15; M.C.D., 7.4 »; white cells, 11,000 per 
c.mm. Slight macrocytosis persisted and megaloid cells 
were still present on examination of the iliac marrow. Folic 
acid, 15 mg. daily for 21 days, failed to correct this 
abnormality. 


Case 3 


A man aged 39 first complained of colicky pain in the 
right iliac fossa in 1945. It was relieved by the passage 
of flatus. Diarrhoea was noticed at the same time and the 
stools remained loose. In November, 1949, he had to give 
up work as he was passing up to 20 loose stools daily. His 
weight had fallen from approximately 10} st. (66.7 kg.) to 
7 st. 10 Ib. (49 kg.). He was admitted to hospital in 
February, 1950, and a diagnosis of Crohn’s disease was 
made, narrowing of the terminal ileum being demonstrated 
radiologically. At laparotomy the disease was confined 
to the terminal ileum, but there was a fistula into the 
upper ileum. Three feet (0.9 metre) of terminal ileum was 
resected and ileocolostomy and right hemicolectomy were 
performed. The diagnosis of Crohn’s disease was confirmed 
histologically. 

The patient returned to work in May, 1950. He gained 
weight and remained well until November, 1951, although 
mild diarrhoea persisted. At that time the number of stools 
increased to four or five daily and slight abdominal pain 
had returned. 

In January, 1952, he was admitted to hospital. Clinical 
examination showed obvious recent loss of weight and con- 
siderable pallor. His tongue was normal. No abdominal 
mass was felt. He weighed 8 st. 3 Ib. (52.2 kg.). Laboratory 
findings were as follows: Hb, 48% (7.1 g. per 100 ml.); 
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red cells, 3,270,000 per c.mm.; C.L., 0.73; M.C.D., 7.3 4; 
white cells, 7,000 per c.mm. The iliac marrow showed a 
normoblastic reaction of iron-deficiency type, along with 
macronormoblasts. Scanty leucocytes were seen in the 
stools ; no, faecal pathogens were isolated on culture. The 
glucose-tolerance test was normal. The total serum proteins 
were 6.2 g. per 100 ml. (albumin 3.5 g., globulin 2.7 g.). No 
abnormality was found in the urine. The average daily 
output of fat in the faeces was 41 g., on a measured intake 
of 100 g. daily (see Table). 

He was started on the same diet as the other two patients 
and received iron intravenously, 100 ml. of “ ferrivenin” 
being given in 14 days. After six weeks he had gained 14 lb. 
(6.4 kg.) in weight and his haemoglobin had risen to 78% 
and his red cells to 4,500,000 per c.mm. ; C.L, 0.86. He was 
able to return to work. 


Discussion 


It is fully appreciated that regional ileitis is characterized 
by remissions and relapses. During a remission rapid gain 
in weight is common. Crohn (1949) mentions figures of 
15, 25, and even 50 Ib. (6.8, 11.3, and 22.7 kg.). Case 2 
was undoubtedly benefited by the evacuation of a large 
abscess, and all three patients were at rest in hospital for 
several weeks. All received intravenous iron, and two of 
them were given antibiotics. However, it is believed that 
the rapid improvement was largely due to the diet, especi- 
ally in Case 1, this patient having already gained 14 Ib. 
(6.4 kg.) in weight before aureomycin was started. He was 
well and had gained 38 Ib. (17.3 kg.) before intravenous iron 


was given to correct a persistent hypochromic anaemia.’ 


During the year on the high-protein diet he gained 81 Ib. 
(36.7 kg.) in weight. Case 3 did not receive antibiotics. In 
all three cases diarrhoea was controlled for the first time 
after institution of the diet. 

Steatorrhoea, which was present in the three cases, has 
been observed previously in regional ileitis (Bockus, 1945 ; 
Frazer, 1949), and Crohn (1949) mentions tropical sprue in 
the differential diagnosis. The high incidence of malnutri- 
tion, vitamin deficiencies, and anaemia is well recognized, 
and the great importance of a high-protein diet, with supple- 
mentary minerals and vitamins, is stressed by Brown and 
Donald (1942), Bockus (1945), Crohn (1949), and Kiefer 
et al. (1950). . 

In order to obtain the extra meat rations granted to 
patients with steatorrhoea in this country at the present 
time the diagnosis must be established by analysis of the 
stools. It is therefore worth while having this carried out 
in all patients with regional ileitis who have persistent 
diarrhoea. Steatorrhoea can easily be overlooked if the 
stools are inspected shortly after admission to hospital, when 
the food intake is often reduced, or if only a single speci- 
men of faeces is sent to the laboratory for routine exami- 
nation. The diagnosis of steatorrhoea is most readily estab- 
lished by investigating the response of the patient to an 
increase of dietary fat. In normal subjects the fat excretion 
shows a minimal change even when the intake of fat is 
raised as high as 200 g. daily. Thus Cooke et al. (1946) 
found that with a 50-g. intake the maximum fat excretion 
was 4.5 g. daily. Fourman et al. (1948) state that the output 
of fat should not exceed 23 g. in four days on a fat intake 
of 70 g. daily. Wollaeger et al. (1946) gave 13 subjects 
208 g. of fat daily, and the average output in the stools 
was 8.7 g., the range being 5.5 to 13.6 g. 

On the other hand, when steatorrhoea is present the total 
fat excretion is within limits proportional to the fat intake, 
and defective fat absorption can be made more obvious by 
increasing the dietary fat (Fourman ef al., 1948). It is 
accordingly suggested that patients be given 70 to 100 g. 
of fat daily two days before and during the time that the 
stools are being collected, instead of 50 g. as often recom- 
mended (Cooke, 1952). By this means more elaborate 
balance studies using coloured markers may be avoided. 
These points are clearly shown in the Table, where the 
measurements of the faecal fat excretion of the three cases 
of Crohn’s disease are summarized. In addition, for com- 


parison, there are included observations on a case of idio- 
pathic steatorrhoea and on four subjects with normal 
intestinal function. 


Details of Fat Intake and Output 














Average} Total 
Date of No. of | Daily Fat | Average 
accel Daily Fat | Daysof| Wet | Percen-| Daily 
Diagnosis Fat Intake Stool | Weight , 4 Ou 
Estima- in g. Collec- of Fat 
tion tion Faeces | Dried in g. 
ing. | Faeces 
23/2/51 | Very small 5 302 32 7 
owing to 
Crohn’s anorexia 
ent and vomi- 
‘ase 
11/4/51 at 4 820 32 36 
9/1/52 100 3 200 39 8 
Crohn’s 28/5/51 70 3 461 73 38 
disease 
(Case 2) 18/2/52 100 4 391 48 32 
Crohn’s 12/2/52 100 4 649 67 41 
disease 29/2/52 70 3 264 51 14 
(Case 3) 7/3/52 50 3 285 35 9 
Idiopathic 17/10/51 - 70 3 96 38 10 
steator- 
rhoea 29/10/51 150 3 179 56 22 
Convales- 12/11/51 100 3 4a 58 5 
cent pneu-| 20/11/51 150 3 60 41 5 
m 
Treated 14/3/52 150 3 61 37 
Addison’s 
disease 
Normal .. t3isis3 150 3 179 24 3 
‘i a 19/3/52 150 3 55 43 2 























It will be seen that when the faecal fat was first estimated 
in Case 1 the daily output just exceeded the upper limit of 
normal. However, when the fat intake was increased gross 
steatorrhoea was evident. When the third estimation was 
done the daily output of fat was only 8 g., although the 
intake was 100 g. for two days before and during the time 
the faeces were being collected. The capacity to absorb 
fat had clearly increased. In Case 3 the faecal fat was esti- 
mated on intakes of 100, 70, and 50 g. during the patient’s 
first admission to hospital. The fat excretion increased with 
the fat intake. The findings were similar in the case of 
idiopathic steatorrhoea. In contrast to this the excretion of 
fat in the normal subjects did not exceed 5 g. a day even 
when the intake was as high as 150 g. The total fat content 
of the dried faeces was, however, over 30% in three of the 
normal subjects, and it is clearly fallacious to base a diag- 
nosis of steatorrhoea on this figure alone. 

Davidson and Fountain (1950) reviewed all patients with 
the sprue syndrome who applied for extra rations between 
January 1, 1943, and December 31, 1948. These included 
1,303 cases of coeliac disease, 311 cases of idiopathic 
steatorrhoea, and 403 cases of tropical sprue. Among the 
58 cases of steatorrhoea due to causes other than the sprue 
syndrome there were only five cases of regional ileitis. In 
addition there were 15 in which the diagnosis was uncertain ; 
12 of these had undergone resection of gut or short- 
circuiting operations. Even if it is assumed that all these 
patients had regional ileitis, this only makes a total of 20 
applying for extra rations. No information is available 
regarding the incidence of steatorrhoea in a large series 
of cases of regional ileitis, though it is probably high, especi- 
ally if the disease is extensive. It was certainly present in 
all the three cases of regional ileitis that we have investi- 
gated during the last two years. It accordingly seems 
improbable that steatorrhoea, either due to sprue or of the 
idiopathic variety, is over 30 times commoner than that due 
to regional ileitis, as is suggested by the figures of Davidson 
and Fountain. 

In an effort to ascertain the relative frequency of steator- 
rhoea due to regional ileitis and other causes the records of 
cases admitted to the Royal Infirmary, Sheffield, have been 
studied during the two years 1950-1. There were 10 cases 
of steatorrhoea. These included five cases of idiopathic 
steatorrhoea, one case following gastro-enterostomy and 
vagotomy, one due to carcinoma of the suprarenal gland 
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with infiltration of the pancreas, and the three cases of 
regional ileitis mentioned in this paper. These findings 
suggest that steatorrhoea due to regional ileitis is commoner 
than is generally appreciated. This may be because estima- 
tions of faecal fat are not regularly carried out in these 
cases, and so steatorrhoea is overlooked. Alternatively, 
Davidson and Fountain suggest that doctors fail to realize 
that priority rations are available to all patients with 
steatorrhoea, whatever the cause. 

Anaemia, which may be hypochromic, megalocytic, or 
dimorphic in type, is a well-recognized complication of 
steatorrhoea (Barker and Hummel, 1939; Bennett and Hard- 
wick, 1940; Cooke ef al., 1948). Hypochromic anaemia 
was present in the three patients described. The value 
of intravenous iron in the treatment of refractory hypo- 
chromic anaemia has been mentioned by Hawkins ef al. 
(1950). It is particularly useful in regional ileitis, in which 
large doses of oral iron are apt to aggravate the intestinal 
disturbance. Cases 1 and 2 now tolerate a small mainte- 
nance dose of iron by mouth. In Case 2 there was also 
evidence of liver-factor deficiency, and he received folic 
acid. No effects were observed on the macrocytosis present 
in the peripheral blood or on the megaloid changes in the 
iliac marrow. 

The patients found that with the five extra meat rations 
allowed weekly it was possible to have an appetizing and 
varied diet, although many articles of food had to be 
excluded to avoid diarrhoea. Their daily protein intake is 
estimated to be approximately 130 g. Bread, sugar, bacon, 
cheese, milk, fish, and eggs were not restricted. Fats were 
allowed in cooking and bread was thinly buttered. They 
were advised, however, to avoid fried foods. For the rest 
they were encouraged to find out for themselves the foods 
that caused diarrhoea by adding different articles to the 
basic diet one at a time. In addition, they received vitamins 
of the B group, ascorbic acid, and small doses of iron by 
mouth. 

It is difficult to say for how long the diet outlined above 
should be continued, for the cost of the extra meat is con- 
siderable. Nevertheless, it would seem advisable to con- 
tinue the high-protein intake so long as there are signs of 
activity of the disease or of persisting steatorrhoea. Indeed, 
one of these patients commented that the extra expense of 
the diet was repaid many times by his restoration to full 
earning capacity. 

The presence of steatorrhoea in regional ileitis suggests 
that the disease is widespread, and this is of grave prognostic 
import, but complete clinical recovery has been recorded 
with medical treatment alone (Crohn, 1949). The regime 
outlined above is simple and worth a trial in the type of 
case described. It is probable that there are many patients 
with steatorrhoea, malnutrition, and anaemia due to this 
disease attending the out-patient departments of hospitals 
in this country. With treatment on the lines indicated, 
particularly by the provision of extra protein rations, they 
may be restored to reasonable health and normal activity, 
and even be spared extensive resection of the bowel. 


Summary 

Detailed case histories of three patients with Crohn’s 
disease are given. Steatorrhoea, considerable malnu- 
trition, and anaemia were present in all. 

A high-protein diet led to great improvement, indicated 
by a considerable gain in weight and restoration to 
normal activity. The value of intravenous iron for the 
correction of hypochromic anaemia in these patients was 
demonstrated. 

Faecal fat estimations are recommended in patients 
with this disease, as steatorrhoea is often overlooked. 
If the presence of steatorrhoea can be established patients 
are eligible for extra meat rations in this country at the 
present time, and by this means they can obtain an 
appetizing high-protein diet. 


I wish to thank Professor E. J. Wayne for permission to publish 
these cases; Professor R. S. Illingworth, Mr. J. Lytle, and Mr. C. 
Jones for access to their records; Dr. E. K. Blackburn for the 
haematological reports; Mr. D. A. Podmore for carrying out the 
faecal-fat estimations; and especially Dr. G. M. Wilson for his 
encouragement and advice. ’ 
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A NEW LONG-ACTING INSULIN 


A PRELIMINARY TRIAL OF “LENTE” NOVO 
INSULIN 


BY 
R. D. LAWRENCE, M.D., F.R.C.P. 
AND 
WILFRID OAKLEY, M.D., F.R.C.P. 


The Novo Laboratories, in Copenhagen, have recently 
produced a series of three new insulin preparations 
whose composition and action have been described by 
Hallas-Moller, Petersen, and Schlichtkrull (1952). The 
makers have kindly provided us with a supply of these 
insulins on which to carry out a therapeutic trial, and 
the results obtained justify the publication of this 
preliminary report. 


New Insulin Preparations 


In 1934 Scott, of Toronto, found that various metals 
were of importance for the formation of insulin crystals. 
This led to a study of the influence of zinc on the insulin 
effect. This research resulted in the discovery that small 
quantities of zinc (1-2 mg. per 1,000 units) fail to retard 
the action of soluble insulin, whereas large amounts increase 
its length of action. It was further found that the effect 
of protamine insulin and similar combinations was substan- 
tially protracted by the addition of small quantities of zinc 
(2 mg. per 1,000 units). The practical outcome of these 
investigations was protamine zinc insulin. 

Subsequent research has been largely directed towards 
the discovery of new and more suitable preparations, new 
substances being tried to replace protamine. The idea of 
increasing the zinc content alone was regarded as imprac- 
ticable, because of the local reactions produced when suffi- 
cient zinc is added to prolong the action of insulin. 

Novo Laboratories were, however, aware that different 
anions influenced the reaction between insulin and zinc. 
Hallas-Mgller and his co-workers in Copenhagen found 
that insulin, in the presence of a very small quantity of 
zinc (1 mg. per 1,000 units) was less soluble at the pH of 
the blood than protamine insulin, provided that anions such 
as phosphate and citrate were not present. Phosphate buffer 
has been thought the most suitable at pH 7, and is normally 
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used to adjust insulin preparations to that figure. This may 
explain why more than 15 years of research failed to lead 
to the simple discovery that if a different buffer is used 
it is wholly unnecessary to add such materials as protamine, 
globin, surfene, etc., to make insulin insoluble at the pH 
of the blood. 


With the use of acetate buffer, Hallas-Mgller was able to 
prepare a suspension of pure insulin in media at the pH 
of the blood in the presence of very small quantities of 
zinc. Further work led to the discovery that the length 
of action of such preparations varied with the form of 
the insulin, whether pure amorphous, amorphous and crys- 
stalline, or pure crystalline. This apparently minor differ- 
ence in the form of insulin would seem to determine the 
range of activity of the preparations, varying from 12 to 
36 hours. The action of amorphous insulin is shorter than 
that of crystalline, the larger the size of the crystal the 
greater being the length of activity. Three such insulins 
have been produced and given the names of “ semi-lente,” 
“lente,” and “ ultra-lente,” the first having the shortest and 
the last the longest range of activity, lente being inter- 
mediate in duration. These insulins are miscible to pro- 
duce preparations of intermediate ranges of activity. They 
cannot, however, be mixed with the present soluble insulin. 


Our present trial has been carried out mainly on lente 
insulin, the intermediate preparation, and the one which 
seems the most promising of the three for treatment. The 
number of diabetics to whom lente has so far been given 
is very small—some 11 cases—and before briefly describing 
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Fic. 1—Case 1. Comparison between equal doses of a mixed 
injection of S.I. and P.Z.I., and lente insulin. 
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Fic. 3.—Case 7. Comparison between two doses of S.I. and a 
single dose of lente insulin of same total amount. 


the results obtained the conditions necessary for the thera- 
peutic trial of any insulin preparation will be considered : 


(1) In view of the variability of diabetes at the onset of 
the disease only those patients whose diabetes has been 
controlled for a reasonable period of time can be considered 
suitable. 

(2) The diabetes should be of the severe type which 
relapses heavily when insulin action is finished. 

(3) There must be no intercurrent complicating disease. 

(4) The patient must be in hospital long enough for good 
control on existing methods to be compared with that 
obtained with a new type of insulin in similar dosage. 


These essential requirements are often forgotten and 
explain, in the present shortage of our hospital beds, so 
occupied by acute work, the few cases on which we have 
so far been able to carry out therapeutic trials. 


Clinical Material 

The therapeutic trial of lente insulin was carried out on 
11 adult diabetics, 6 of whom were men and 5 women, 
their ages varying between 25 and 92. They all fulfilled 
the conditions of suitability described above, and were 
in-patients in the diabetic department of King’s College 
Hospital. 

The patient’s diabetes was controlled on two injections of 
S.L, P.Z:I alone, a combination of the two given as a single 
mixed injection before breakfast, or a single injection of 
globin insulin. When adequate control was established, 
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Fic. 2.—Case 2. Comparison between equal doses of a mixed 
injection of S.I. and P.Z.I., ae lente insulin. 
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Fic. 5.—Case 9. Comparison between a single dose of P.Z.I. and 
the same dose of lente insulin given on two occasions. Note the 
regularity of action of lente insulin. 


blood-sugar determinations were made before breakfast, at 
noon, at 6 p.m., and at 9 p.m. ; the patient was then changed 
over to a single dose of lente insulin, given before breakfast, 
and equal in amount to the total quantity of insulin required 
to stabilize the diabetes. When the patient had been on lente 
insulin for not less than two days the blood-sugar estimations 
were repeated at the same times and the results plotted in the 
form of graphs (Figs. 1 to 5). In addition to bleod-sugar 
determinations, seven daily urine sugar tests were made at 
informative times. In two cases the blood-sugar estimations 
on lente insulin, were repeated in order to see whether con- 
sistent results could be obtained with this insulin. 


Results 


In six cases comparison was made with mixed doses of 
S.I. and P.Z.1., the total dose varying from 36 to 60 units. 
In two cases the patients were previously stabilized on 68 
and 76 units of S.I. respectively, given in divided doses, 
before breakfast and the evening meal. Two cases received 
single injections of 52 units of P.Z.I. and one of 28 units 
of globin. It will be seen that in all 11 cases lente instlin 
produced fasting blood sugars of the same order as those 
obtained with the other insulin preparations, the figures 
varying between 70 and 200, being 150 or less in eight. At 
noon lente produced a degree of control as good as, or 
better than, that obtained with the other insulins in all but 
two cases. At 6 p.m. the blood sugar on lente was com- 
parable with but tended to be slightly higher than that pro- 
duced by the other insulins, but at 9 p.m. the reverse was 
seen to be the case in most instances (see Table). 


Comparison of Blood Sugars in the Six Cases Not Shown in 




















Figs. 1 to 5 
. Blood Sugar in mg./100 ml. 
5 og Insulin 
7 8 a.m. Noon 6 p.m. 9 p.m. 
3 { 44 S.1.+16 P.Z.I. 165 260 140 118 
60 Lente .. na 200 375 260 255 
4 J| 20 S.1.4+16 P.Z.1. 168 238 95 190 
\] 36 Lente .. a9 105 100 155 155 
5 { 24 S.1.+20 P.Z.I. 110 155 130 195 
44 Lente .. rd 130 105 110 95 
6 24 S.1.+16 P.Z.I. 155 210 170 ann 
40 Lente .. as 140 180 135 _— 
10 §2 P.Z.1. ‘ia 190 178 195 250 
52 Lente ee 95 140 175 180 
i! { 28 Globin es 155 245 165 — 
28 Lente .. - 165 205 170 250 














It would appear, therefore, from this small series of ex- 
periments that lente insulin possesses the prolonged action 
claimed by the manufacturers, and also that it exerts a 
shorter hypoglycaemic action, comparable with and equal 
to that of soluble insulin alone or mixed with P.Z.I. 
Throughout the course of these and other experiments with 


lente insulin, hypoglycaemia occurred only two or three 
times and was never severe. There were no local reactions 
or undesirable side-effects. In the few cases in which tests 
were repeated with lente insulin the results obtained were 
remarkably constant. 

We hope to carry out further trials on lente insulin in 
order to determine: (1) the length of action and time of 
maximum action of lente insulin in varying dosage ; 
(2) whether there is significant variation between different 
batches of the same preparation ; (3) whether lente insulin 
produces satisfactory contro! in ambulatory cases; (4) the 
arrangement of diet best suited to the action of these insu- 
lins ; the diet of the cases reported was kept constant, and 
the carbohydrate content was arranged to suit the insulin or 
insulins with which comparison was made; (5) the suit- 
ability of the new insulins for initial stabilization of severe 
diabetics. 

Summary 

A preliminary trial of the new Danish lente insulin 
supports the claim that it. exerts a prolonged hypo- 
glycaemic action, lasting at least 24 hours, which is 
strong enough to control the blood sugar of moderately 
severe diabetics throughout the day without causing 
hypoglycaemia during the night. It has not in our 
experience produced either local or general reactions 
and appears to be no more likely to produce hypo- 
glycaemic reactions than the insulin preparations at 


present in use. 
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ACUTE BENIGN PERICARDITIS 
A REPORT OF FOUR CASES IN CHILDHOOD 
BY 
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Paediatric Registrar 


JOHN GERRARD, D.M., M.R.C.P. 
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(Department of Paediatrics and Child Health, University of 
Birmingham) 


AND 


M. E. MacGREGOR, M.D., M.R.C.P., D.C.H. 
Consulting Paediatrician, South Warwickshire Area 


Acute benign pericarditis has been recognized more 
often in America than in Europe, and its existence in 
Britain has even been denied (Andrews et al., 1948). 
Having recently seen two typical cases, we decided to 
examine the notes of all children with pericarditis 
treated at the Birmingham Children’s Hospital between 
1942 and 1951, and thus discovered two other probable 
examples of the condition. 


Case 1 


Both parents of an 8-year-old boy had a feverish illness, 
one a week before and the other a week after their son 
was taken ill with shivering and left-sided chest pain. 
Penicillin and sulphonamides in adequate dosage had no 
effect on his high temperature or irritating cough. A week 
later he developed severe abdominal pain and was trans- 
ferred to hospital. He was then only moderately ill ; tem- 
perature 103° F. (39.4° C.), pulse 124, and respirations 28. 
Fine crepitations and distant bronchial breathing were heard 
at the left base ; clinically the heart was normal. Chloram- 
phenicol—40 mg. per Ib. (88 mg. per kg.) per day—reduced 
the temperature, but pain increased and the child developed 
both a loud pericardial friction rub and an apical systolic 
murmur. Yet he was not critically ill. The E.C.G. strongly 
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suggested pericarditis, with raised RS-T segments in Leads I 
and II and. P-R interval 0.18 second. An x-ray film showed 
a wide heart shadow with a trace of fluid at the left base 
(Fig. 1). 

After five days aureomycin was substituted for chloram- 
phenicol, and in the following week there was a fall in 
temperature and the pericardial friction disappeared. On 
the day after stopping aureomycin the boy complained of 
right shoulder pain. Apical gallop rhythm together with 
venous congestion and bronchial breathing at the left base 
suggested, and x-ray examination confirmed, the presence 
of a pericardial effusion, areas of consolidation in the lower 
lobes, and a small right pleural effusion. All these signs 
disappeared without treatment, and after a week the heart 
size was almost normal (Fig. 2). 

A month after admission there was another relapse, with 
pain in the left shoulder, chest, and abdomen, a raised tem- 
perature, and signs of pericardial effusion. A second course 
of aureomycin, lasting two weeks, led to improvement, and 
after three weeks’ freedom from symptoms he was dis- 
charged from hospital on the 59th day. There was a further 
relapse two and a half weeks later, but recovery was spon- 
taneous. 

The Mantoux test, cold agglutinins, streptococcus MG 
antibodies, Q fever complement fixation, and examination 








Fic. 1—Case 1. Radiograph showing wide heart shadow with 
trace of fluid at left base. 
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Fic. 3.—Case 3. Radiograph showing pericardial effusion. 





for antibodies to four strains of Coxsackie viruses were 
negative repeatedly throughout the illness. A typical blood 
count showed white blood cells, 12,500, 83% polymorphs. 


Case 2 


A boy aged 9 walked into the out-patient department after 
two weeks’ illness with fever, anorexia, and chest pain. He 
was pale but not ill; temperature 102° F. (38.9° C.), pulse 
100, respiration 20, blood pressure 105/65. The heart was 
large, and there was pericardial friction but no evidence 
of valvular disease, nodules, or joint involvement. Blood- 
stained, sterile serous fluid was obtained by paracentesis of 
the pericardium. The Mantoux test was repeatedly nega- 
tive ; white blood cells 14,500, with 90% polymorphs. 

Penicillin and sulphadiazine were given in adequate doses, 
but the friction rub persisted for a week. There was no 
evidence of endocarditis or persistent cardiac enlargement 
when discharged two months afterwards, nor when he was 
examined again clinically, electrocardiographically, and 
radiologically four years later. 


Case 3 
A boy aged 33 years had central abdominal pain and 
anorexia, and vomited once, and three days later developed 
a painful cough. On the seventh day of his illness he looked 
moderately ill, and was orthopnoeic ; temperature 98° F. 











Fic. 2.—Case 1. Radiograph showing return of the heart to 
norma! size. 








sap? Coed. 
Ps ri ainda 


Fic. 4.—Case 3. Radiograph taken five years after Fig. 3. 
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(36.7° C.), pulse 140, respirations 44. There were no 
nodules or joint changes. Venous congestion, hepatic en- 
largement, increased cardiac dullness, and muffled heart 
sounds suggested a pericardial effusion, which was confirmed 
by x-ray examination (Fig. 3), and 210 ml. of fluid was aspir- 
ated. The fluid was blood-stained, contained a few poly- 
morphs, and was sterile. Relief was great, but, although 
receiving penicillin, the child relapsed within a week and 
further aspiration was required. Guinea-pig inoculation was 
negative. 

The temperature was raised for three weeks, and, although 
the pericardial effusion was resolving by the end of the 
second week, fluid appeared at the right base. He was dis- 
charged after three months and his heart has remained 
normal in size, with no E.C.G. or radiological evidence of 
disease, for five years (Fig. 4). The Mantoux reaction was 
then, and is still, negative. 


Case 4 


An |1-year-old boy developed a temperature of 102° F. 
(38.9° C.) with pain in the front of the chest and abdomen 
aggravated by breathing. His symptoms subsided, but soon 
returned with such severity that he had to be propped up in 
bed. A week after the onset his temperature was 100° F. 
(37.8° C.), pulse 100, and respirations 20. There was no 
venous congestion or liver enlargement ; the blood pressure 
was 120/78. His heart was enlarged, with normal sounds 
but loud pericardial friction, and a pleural rub at the left 
and later at the right base posteriorly. There were no 
nodules. 

A week later x-ray examination showed considerable 
cardiac emlargement and the E.C.G. revealed a raised S-T 
segment with upright T in Lead II, suggestive of pericarditis. 
Within a week the x-ray picturé was normal and the E.C.G. 
showed an iso-electric S-T segment with inverted T2, which 
a week later had returned to normal. The white cell count 
was 7,600 per c.mm., with 77% polymorphs, and the E.S.R. 
was raised to 70 mm. in one hour (Westergren) at the height 
of the illness. The Mantoux test was repeatedly negative. 
He was discharged from hospital after five weeks, free from 
all symptoms and clinically normal. 


Diagnosis 

In America acute benign pericarditis seems to be as 
common in young adults as rheumatic pericarditis, though 
less frequent than coronary artery disease (Logue and 
Wendkos, 1948); in this country it may be commoner than 
is generally realized. Among 40 cases of pericarditis seen 
in the past ten years at the Birmingham Children’s Hospital, 
27 were rheumatic, 8 were pyogenic, 1 was tuberculous, and 
| was uraemic. The remaining three (Cases 1, 2, and 3 
above) were thought to be due to acute benign pericarditis. 
Other examples may have been missed, for pericardial fric- 
tion and/or effusion are by no means invariable in acute 
benign pericarditis, and in patients with atypical pneumonia 
pericarditis may be recognized only if’ serial E.C.G.s are 
taken (Levy and Patterson, 1950). Other cases might well 
be sought among children with acute unexplained abdominal 
pain, especially when accompanied by fever and a painful 
cough. 

We based the diagnosis on exclusion of other recognized 
causes of pericarditis with effusion. Rheumatic fever was 
regarded as unlikely because there was no joint involvement, 
there were no nodules, there was no permanent damage to 
the heart or its valves, and the patients were not as ill 
as children with rheumatic pericarditis are. A tuberculous 
origin was rejected because Mantoux tests, carried out re- 
peatedly for at least four months, were constantly negative, 
guinea-pig inoculation was negative in one case, there was 
no evidence of a tuberculous focus in any other part of 
the body, and the recovery was relatively rapid. Pyogenic 
pericarditis was thought to be improbable in view of the 
relatively low white-cell count (the highest being 14,500 per 
c.mm., with 90% polymorphs), the relative mildness of the 
illness, a failure to culture organisms from the pericardial 


fluid in Cases 2 and 3, the ineffectiveness of penicillin, 
sulphadiazine, and chloramphenicol, the spontaneous recov- 
ery of Case 4 without specific therapy, and the absence of a 
primary septic focus such as osteomyelitis. There were no 
reasons to believe that any of the patients had renal disease, 
cardiac infarction, disseminated lupus erythematosus, Still’s 
disease, myxoedema, or traumatic pericarditis. 

Each of the four patients had illnesses which corresponded 
with that recorded for acute benign pericarditis. 

1. The illness was relatively mild, and one child actually walked 
into the out-patient department, although he had a pericardial 
rub at the time. Three of our children had an obvious friction 
rub, but only one was critically ill, and in this case aspiration of 
a large pericardial effusion immediately transformed his general 
condition. Large effusions are uncommon, although they may 
occur (Levy and Patterson, 1950). 

2. The pericardial fluid may be straw-coloured or haemorrhagic ; 
it is conceivable that trauma may have been responsible for the 
blood-staining in our two cases. 

3. Pain, a striking feature in adults, affected all four children, 
and in two was severe enough to simulate appendicitis. 

4. Each child had associated pleurisy, and in Cases 1 and 4 it 
was bilateral. 

5. A relapsing course such as that observed in Case 1 some- 
times occurs (Taubenhaus and Brams, 1950), but the ultimate 
prognosis is good. All our patients have remained well, and none 
has any residual abnormality, but the longest follow-up period is 
only five and a half years. 


Aetiology 


Although the cause of acute benign pericarditis is un- 
known it has been recognized in patients with primary 
atypical pneumonia (Finkelstein and Klainer, 1944), a con- 
dition usually due to a virus infection. The disease has 
many features in common with acute benign dry pleurisy 
(Scadding, 1946) or Bornholm disease, and the latter is often 
associated with, if not always caused by, the Coxsackie 
group of viruses (Findlay and Howard, 1950). Friedman 
et al. (1952) examined sera of five cases of acute benign 
pericarditis, but found no evidence that there had been 
recent infection with two strains of Group A or one strain 
of Group B Coxsackie virus. In one case we also failed 
to demonstrate infection by any of four different strains of 
the virus. However, there are many strains of Coxsackie 
virus, and it remains tempting to link acute benign peri- 
carditis with Bornholm disease even though there are minor 
differences in the seasonal incidence. Both diseases run a 
benign, sometimes relapsing, course with severe abdominal, 
theracic, and even shoulder pain, which may lead to sus- 
picion of appendicitis or coronary occlusion. Pleural 
friction may be present in both. Pericarditis may compli- 
cate Bornholm disease ; one case of this kind reported by 
Heckscher (1933) and six described by Bing (1933) seem to 
have been very like cases of acute benign pericarditis. Our 
fourth patient was taken ill during an outbreak of epidemic 
myalgia, and during this same outbreak Dr. S. R. F. 
Whittaker had under his care two adults with acute benign 
pericarditis. Another of our patients (Case 1) developed 
his illness within a week of a vague febrile illness in both 
parents. 


Treatment 


It is difficult to assess response to treatment in a disease 
with a uniformly good prognosis and a natural tendency 
to relapse. Sulphonamides, penicillin, and streptomycin 
(Levy and Patterson, 1950) are almost certainly valueless. 
In one of our patients a pericardial rub developed during 
treatment with chloramphenicol, but this child later res- 
ponded twice, though only temporarily, to aureomycin. 
Taubenhaus and Brams (1950) have reported favourably on 
the effects of aureomycin, but Friedman ef al. (1952) state 
that neither aureomycin nor any other antibiotic has any 
effect on the illness. These last authors report that either 
A.C.T.H. or cortisone will lead to prompt and dramatic 
improvement. It seems, however, scarcely justifiable at the 
moment to use these agents for a disease with no apparent 
sequelae. 
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Summary 


Four cases of acute benign pericarditis in childhood 
are recorded. 

It is suggested that this disease may sometimes be a 
complication or manifestation of Bornholm disease. 


We are grateful to Professors A. V. Neale and J. M. Smellie for 
permission to record details of cases under their care, to Dr. 
S. R. F. Whittaker for access to his cases, to Dr. F. O. McCallum 
for the serological investigations, to Dr. Clifford G. Parsons for 
his interest and advice, and to Mr. J. G. Williamson for the 


illustrations. 
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AN INVESTIGATION INTO STERILITY 
AFTER LUMBAR GANGLIONECTOMY 


BY 
S. S. ROSE, M.B., F.R.C.S. 


First Assistant, Surgical Professorial Unit, Manchester 
Royal Infirmary 


“We are obtaining increasing evidence that males may 
not be sterile or have any alteration of sexual function 
after bilateral excision of the first lumbar ganglion or 
even the upper three ganglia.” This observation of White 
and Smithwick (1942) crystallizes a belief contrary to the 
usual teaching and supports a view held in this clinic 
for some time. Professor A. M. Boyd instigated this 
work because of a clinical impression arising out of and 
sustained by a follow-up of several hundred cases of 
bilateral lumbar ganglionectomy in which there was 
every reason to believe that the first lumbar ganglion 
had been removed on both sides. 

Before proceeding with a discussion on sterility 
following this operation it is important that a clear 
distinction should be made between sterility and impo- 
tence. Many patients arrive at this clinic under the 
impression that the two terms are synonymous, and 
alarm and despondency are created on these grounds. 
No one has ever suggested that an impairment of gross 
sexual function follows this operation, and this should 
be emphasized to the patient at the outset. Further- 
more, the substitution of the term “ seminal anorrhoea ” 
for sterility conveys to the practitioner a full under- 
standing of the symptom under consideration. 

For many years there has existed a widespread belief 
that the bilateral removal of the first lumbar ganglion 
results in sterility. This belief has been based on experi- 
mental evidence which has implied a loss of ejaculatory 
function and clinical evidence which has perhaps been 
given undue prominence by the fact that only the 
patients in whom this symptom has occurred return to 
complain of sterility. 

During the course of this investigation it has become 
increasingly clear that sterility, far from being a com- 
mon post-operative complication, is only rarely encoun- 
tered, and even then, as is shown later, is usually the 


result of a much more extensive sympathetic denerva- 
tion. The present communication is in the nature of 
a progress report, and the work is by no means com- 
plete. The conclusions drawn from the data at present 
available may be modified by further evidence. 


Method of Investigation 


The problem has been approached by posing the 
following questions: (1) Is there a failure of seminal 
emission after bilateral removal of the upper three 
lumbar ganglia? (2) If so, what is the mechanism of 
this failure? (a) Does the semen fail to reach the 
posterior urethra? Or (b) is it due to reflux of the 
semen into the bladder through a lax internal sphincter ? 


The subjects of this research have been divided into three 
groups: patients who have been subjected to bilateral 
lumbar sympathectomy ; patients who have had a much 
wider sympathetic 
interruption for 
hypertension ; and 
patients who have 
had an operation 
of similar or 
greater degree of 
severity to act as 
a control of sexual 
resilience. 

In the sympath- 
ectomized patients 
the level of dener- 
vation has been 
ascertained by the 
use of the electro- 
dermometer, an 
electronic appara- 
tus devised by Hall “ 
Ratcliffe and Jep- fig. 1.—Pattern shows area of sympa- 
son (1950) for thetic denervation achieved by bilateral 
measuring the removal of L1, 2, and 3. 
alteration in sur- 
face resistance consequent on drying of the skin. The con- 
stancy of the post-ganglionectomy skin-resistance patterns 
has been described by the same authors, and when a pattern 
showing an upper-thigh distribution is obtained (Fig. 1) it is 
safe to assume that the first lumbar ganglion has been 
included in the section of chain removed. It is certain 
that when the lumbar chain is followed under the internal 
arcuate ligament with division of the diaphragmatic crus if 
necessary, and the ganglion thus exposed is removed, this 
pattern is obtained. The high lumbar ganglionectomy is 
performed as a routine at this centre, for it is only by this 
means that an adequate sympathetic denervation of the 
lower limb can be achieved (Boyd et al., 1949). 

The purpose of the investigation has been carefully 
explained to the patients, and there has been no lack of 
co-operation. They were instructed to obtain a specimen 
of semen at a convenient time, a few hours before the 
proposed examination, and immediately afterwards two 
specimens of urine. The first specimen was to wash out 
the urethra, and the second specimen contained the rest of 
the bladder contents—making a two-glass test. The volume 
of semen was noted, a sperm count was carried out, and 
centrifuged specimens of the urinary samples were examined 
for the presence of spermatozoa. In addition the urinary 
specimens were tested for fructose by the Selivanoff test. 

A questionary was also submitted with regard to the pre- 
operative and post-operative sexual function, with particu- 
lar reference to any alterations noticed. 

This simple routine has given the answer to Question 1 
without difficulty—that is, does sterility occur in these 
cases? There is no doubt that in the majority of them 
the bilateral removal of the upper three lumbar ganglia 
does not cause sterility. If, however, a more extensive 
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sympathectomy is carried out sterility will almost certainly 
occur. The cases in the three groups were as follows. 

Group I.—Thirty cases of bilateral lumbar ganglion- 
ectomy. 

Group II.—Ten cases of various surgical procedures 21 

days after operation. These consisted of three partial 
gastrectomies, two perforations, one ureterolithotomy, one 
pyelolithotomy, one bilateral inguinal hernia, one intestinal 
obstruction with gut resection. 
_ Group IIl.—Eight cases of hypertension in which some 
extensive form of sympathectomy had been carried out. 
In this series the segment of sympathetic chain removed 
extended from T9 to L3 at least, and in all cases the 
splanchnic nerves were removed in addition. 

The groups of cases are further analysed in the Table. 


Group Analysis of Cases 











| j 
Sterile with Sterile 
| Normal Reflux | No Reflux | Total 
GroupI .. 27° 1 j 2 } 30 
Group II 10 — — 10 
Group Ill Nil 3t a | 8 








* One case had no emission for three months and then gradually, recovered. 


f One case of this group has now a small seminal emission. 


Results 
Group I 
Of these 30 cases 27 had normal ejaculation. One of this 
number, however, stated that he had no ejaculation for a 
month after operation, while noticing no abnormality in 
other respects ; but at the time of examination four months 
later he was found to be quite normal. He had also noticed 
that there was some post-coital cloudiness of his urine 
during the first post-operative month. Another patient in 
this series had passed the acid test and become a father since 
the operation. 
Of the three patients who showed no ejaculation one was 
a young man of 28 with a history of congenital syphilis 
and recent gonococcal infection. Unfortunately, no pre- 


' operative test was carried out, but there was reason to 


believe that his functions were already considerably 
impaired. The second patient was a healthy man of 50 
who had lost all seminal emission up to the time of exami- 
nation 15 months post-operatively. There was no evidence 
of bladder reflux in his case. The third patient was a young 
man of 26 referred from another clinic on account of a 
post-operative loss of seminal emission. There was definite 
evidence of reflux of semen into the bladder when he was 
examined after a year. 

It is seen, therefore, that there was no ensuing abnor- 
mality of seminal emission in 27 out of 30 cases of high 
bilateral lumbar ganglionectomy in which there was every 
reason to suppose that the first ganglion was removed. 
Furthermore, one of the cases regarded as sterile had an 
intercurrent disease which may have been responsible. 

It should be added that many other cases of bilateral 
lumbar ganglionectomy in which there was a detectable 
failure to remove the first lumbar ganglion on one or both 
sides were subjected to post-operative examination, and all 
of these were perfectly normal in every respect. 


Group II 
Tests were carried out on these widely differing cases of 
general surgical procedures on about the twenty-first post- 
operative day ; it was apparent that, normally, the function 
of ejaculation was not impaired and no case of lack of 
emission was found at this early period. 


Group Ill 
These are the most interesting patients of all, and it is 
here that some light is thrown on the ejaculatory mechanism. 


In striking contrast to the simple bilateral ganglionectomy, 
seven out of eight of these extensive sympathectomies 


resulted in complete absence of ejaculation, while there 
were no other sexual abnormalities. The eighth case was 
remarkable in that, after several months of failed ejacula- 
tion, there was-a gradual return of this function, albeit to 
a diminished degree. It is seen, therefore, that the more 
radical procedures nearly always result in lack of seminal 
emission. How, then, is this form of sterility brought 
about? The answer lies obviously in the study of the 
anatomy and physiology of the sympathetic chain, the 
splanchnic .nerves, and the musculature of the bladder- 
neck, vas, vesicles, and ejaculatory ducts. 


The occasional occurrence of seminal anorrhoea after a 
high lumbar ganglionectomy would seem to indicate that 
the critical level is close to the first lumbar ganglion, and 
a working hypothesis to explain these cases must postulate 
an abnormally high removal of the chain, an abnormally 
low exit of the ejaculatory pathway, or a coincident removal 
of important medial branches. 

Modern knowledge of the function of the ganglionated 
chain and its branches is based largely on the classical work 
of Professor Learmonth carried out at the Mayo Clinic in 
1930-1, and this has supplanted and supplemented the 
somewhat fragmentary information gained earlier in this 
field by other workers (Budge, 1858 ; Langley and Anderson, 
1895). 

Learmonth took a unique opportunity of studying these 
nerves at operation, and systematically stimulated the indi- 
vidual roots of the presacral nerve while recording the 
effects on the prostate, posterior urethra, and bladder-neck. 


He proved without doubt the sympathetic origin of the 
innervation of the accessory genital apparatus, and put for- 
ward the denervation theory of post-sympathectomy sterility. 
He also produced an unrivalled description of the roots of 
the presacral nerve, which is diagrammatically represented 
in Fig. 2. For the sake of clarity multiple branches arising 
from the same nerve have their course demonstrated by a 
single line. An ab- 
normally high re- 
moval of the chain 
may be _ brought 
about by extensive 
upward dissection 
or by the removal 
of a_ fused first 
lumbar and twelfth 
thoracic ganglion, 
thus _ interrupting 
the ejaculatory 
pathway before it 
leaves the sympa- 
thetic chain. The 
important medial 
branches carrying 
this pathway prob- 
ably leave, in the 
majority of cases. 
just above the L | 
level, as removal 
of the lumbar 
chain and _there- 
fore its splanchnic 
branches does not 
usually _ interfere 
with ejaculatory 
function. Refer- 
ence to Fig. 2 re- Fig. 2——Formation of presacral nerve 
veals a possible (after Learmonth). (1) Greater splanchnic 
route for the fibres nerve; (2) lesser splanchnic nerve; 
under discussion (3) least ‘splanchnic nerve; (4) coeliac 
— namely from Plexus; (5) aorticorenal plexus ; (6) renal 

eh plexus; (7) preaortic plexus; (8) inner 
the region of the part of lateral root of presacral nerve; 


twelfth’ thoracic (9) outer part of lateral root of presacral 
ganglion through nerve; (10) lateral root of presacral 











nerve; (11) presacral nerve. It is postu- 
the renal and pos- tated that ®) may carry the ejaculatory 
sibly the aortico- pathway. 
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renal and coeliac ganglia to the nerve or bundle of nerves 
which run down the aorta lateral to the preaortic plexus. 
This bundle forms an inner part of the lateral root of the 
pre-sacral nerve and should normally escape damage during 
lumbar ganglionectomy. The preaortic plexus is not 
regarded as an alternative pathway, for, as Learmonth 
pointed out, it is largely vasomotor in function. Possible 
avenues of escape through aberrant ganglia have been 
suggested, and these merit further consideration, but the 
part played by sympathetic filaments accompanying the 
testicular vessels is thought to be of little importance. 

It is seen, therefore, that a high or extensive sympath- 
ectomy such as is undertaken for hypertension will produce 
sterility, while removal of L 1, 2, and 3 with the intervening 
chain should leave intact the ejaculatory function. 


Sterility after Extensive Sympathectomy 


The patients in whom extensive sympathectomy has been 
carried out show interesting variations in the manner in 
which sterility has been produced. (1) Five patients have 
no evidence of sperm entering the urethra at all ; (2) three 
have evidence of reflux of semen into the bladder; and 
(3) one patient, although sterile for six months after opera- 
tion, now has a small seminal emission. 

De Takats and Helfrich (1941) report a similar case of 
recovery of seminal emission after extensive pameeeitiian 
and Lake (1944) describes two more. 

In the first group (1), without seminal emission, if there 
are no urethral sperm, no bladder sperm, and no urethral 
fructose, ejaculation into the urethra has not taken place, 
and it must be assumed that denervation of the vas, vesicles, 
and ejaculatory ducts has occurred. 

This is the first mechanism by which post-operative 
seminal anorrhoea is brought about, and there is a con- 
siderable amount of clinical and experimental evidence to 
support this view. Experimental evidence brought forward 
by Simeone (1933) confirmed the innervation of the vas, 
vesicles, etc., by the sympathetic in the guinea-pig ; and those 
findings which are of especial interest from the point of 
view of this investigation are summarized below. It was 
found that (1) the normal vas deferens and epididymis 
undergoes peristalsis; (2) sympathectomy abolishes this 
movement and substitutes a segmentation movement ; 
(3) spermatozoa float inertly along the vas while reach- 
ing maturity; (4) sympathectomy slows the passage of 
spermatozoa by four-fifths and many degenerate by the 
time they reach their destination ; (5) motility of spermato- 
zoa occurs only at ejaculation ; (6) sympathectomy abolishes 
prostatic contraction and secretion, and therefore limits the 
production of the activating hyaluronidase ; (7) the vesicles 
become enlarged after sympathectomy. 

These effects were not usually permanent in the guinea- 
pig, and recovery tended to occur after several weeks. It 
is true, however, that considerable caution must be used 
in the application of these findings to man, but investiga- 
tion of those cases which showed no evidence of ejacula- 
tion into the posterior urethra suggests that in man, under 
these circumstances, there is also no prostatic secretion or 
contraction. Further work is in progress on the size of 
the seminal vesicle after sympathetic block, and there is 
reason to believe that there is an increase. 

Seminal emission following bilateral vasoligation does not 
become completely absent for almost three months post- 
operatively (Wells, 1948), while it disappears immediately 
after an extensive sympathectomy, as would be expected 
following a sudden denervation of the ejaculatory organs. 


Seminal Reflux into Bladder 


The second mechanism to be discussed is that of seminal 
reflux into the bladder, and, of the patients under review, 
five are considered under this heading. In Group I—that 
is, after high bilateral lumbar ganglionectomy—one patient 
had definite ejaculation into the posterior urethra, but no 
external emission; while the other, although functioning 
normally at the time of examination, had a history which 


suggested that regurgitation had occurred during a period 
in which ejaculation had failed. In Group II[]—that is, after 
extensive sympathectomy for hypertension—two patients 
showed definite evidence of seminal reflux, and one who 
had complete seminal anorrhoea for six months post- 
operatively now had a small seminal emission, coupled with 
some degree of bladder reflux. 

In cases in which all the emission regurgitates into the 
bladder, it would seem that, although the vas, vesicles, and 
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prostate are still able to act normally, there is a free com- 
at the moment of ejaculation. A consideration of the 
neuromuscular arrangement at the bladder-neck throws 

The internal sphincter is an arrangement of muscular 
loops curving round the anterior aspect of the bladder- 
of the prostate. It is supplied by both sympathetic and 
parasympathetic fibres, the former carrying motor anne 

The mode of opening of this sphincter has been the sub- 
ject of much controversy, and the part played by the trigonal 
magnified and 
minimized. This 
band of fibres runs 
immediately __ be- 
from the _inter- “VERUMONTANUM 
ureteric bar and 
internal meatus to ay 
plunge through the a “ 
and to be inserted sat wv —Mode of opening of internal 
at the base of veru- sphincter. (a) closed; (b) open. (After 
traction of this 
muscle, or, as some authorities believe, its inherent elasticity 
opening up of the bladder-neck and posterior urethra in the 
manner shown (Fig. 3). The relative importance of the 
by different authors, but it is felt that the conception of a 
balance between the two is more in keeping with physio- 

The Internal Sphincter after Denervation 

It is now necessary to consider the effect of sympath- 
of the internal sphincter after denervation. 

Although it has been reported that a funnel bladder-neck 
permanent loss of tone did occur one would expect rather 
more than just a few days’ post-operative frequency of 
takes complete control—undoubtedly true after prostat- 
ectomy—it can be stated with equal confidence that no 
cal sympathectomy in parous women—that is, those patients 
whose external sphincters are notoriously unreliable. 
operative and post-operative pressures of the sphincters, 
although, it is admitted, carried out with a crude home- 
ing tone is quickly recovered. A new instrument is at 
present being devised, and the experiment will be repeated. 
sphincter is dependent on a certain basic tone which is 
inherent in the muscle itself. Its competence during ejacu- 
achieved through its sympathetic nerve supply. The simplest 
possible explanation of post-operative reflux, therefore, is 


munication between the posterior urethra and the bladder 

some light on this mechanism. 

neck and continuous below with the inner circular muscle 

and the latter inhibitory impulses. 

muscle alternately 

broad triangular 

neath the mucosa 

converges on the 

internal sphincter ») 

montanum. Con- oung.) 

combined with inhibition of the internal sphincter, causes 

component parts of this action has been variously stressed 

logical principles. 

ectomy on micturition, and in particular on the behaviour 

may occur after sympathectomy, it is certain that if any 

micturition ; and if it is argued that the external sphincter 

case of frequency or incontinence has developed after radi- 

Furthermore, the resuits of investigation of the pre- 

made instrument, lead us to the opinion that normal rest- 
It is probable, then, that the competence of the internal 

lation, however, depends on superadded spasm, which is 

the failure of this superadded spasm to occur. This will 
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explain all our cases of seminal reflux except the case in 
which a return of ejaculatory power occurred after a six- 
months interval. This patient had noticed a post-coital 
cloudiness of the urine at first—a sign common to the 
other cases which showed reflux—although there was no 
actual emission. Later, with the return of emission, the 
cloudiness had become less obvious. A further point of 
extreme interest was the fact that he believed the return of 
seminal emission coincided with a much more virile erection. 
He was one of the few patients who thought he had not 
been quite normal in this respect after operation. 


This case raises the point of production of urethral 
obstruction by erection. Apart from the narrowing pro- 
duced by the erect corpus spongiosum, it is obvious that 
if the erectile verumontanum enlarges proportionately it 
would help to block the posterior urethra. This would 
account for the well-known difficulty of micturition in full 
erection, and is beautifully illustrated, for example, by a 

case reported by 
INTERNAL SPHINCTER Swift Joly (1929). 


ee (TIGHT) This unfortunate 
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5) from _ continuous 
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muscle, and the verumontanum is pulled Possibility — that 
up to plug the eee f ~ (b) Lax during normal 
in sphincter. e dotted line repre- ; i i- 
sents straightened-out trigonal muscle pe eee ag - 
with open bladder-neck. The verumon- 8°"4! Muscle, now 

tanum is not pulled up. acting synergistic- 


ally through the 
unyielding ring of a spastic internal sphincter, expends 
its energy in shortening its fibres as it is prevented from 
straightening itself out. It therefore pulls up the erect 
colliculus, thereby shortening the posterior urethra and 
plugging the bladder-neck (Fig. 4, a). This renders doubly 
secure the closure of the internal meatus, and possibly even 
opens the ejaculatory ducts. If this theory is correct it is 
easy to visualize how the denervated internal sphincter now 
yields to the contracting trigonal muscle, so that shortening 
of its fibres fails to occur. The verumontanum is not 
elevated, therefore, and seminal reflux occurs into the 
bladder (Fig. 4, b). 

This hypothesis postulates that in normal ejaculation the 
internal sphincter is of predominant importance, thoroughly 
able to resist the antagonistic attempt of the trigonal muscle 
to open it, and indeed assisting in the action of this muscle 
to elevate the verumontanum. The combined tight spasm 
of the internal sphincter aided by the obstructive effect of 
the erect colliculus seminalis serves to prevent seminal reflux. 
If, however, the sympathetic denervation of these muscles 
occurs, the internal sphincter, although it may recover 
sufficient tone to remain closed under normal conditions, 
cannot undergo the accentuated spasm which normally 
occurs at ejaculation and therefore fails to resist even the 
weakened attempts of the trigonal muscle to open it. The 
resulting incompetence is aggravated by failure of the plug- 
ging action of the verumontanum secondary to the shift in 
the balance of muscular power. 


Summary 

Thirty cases of bilateral lumbar ganglionectomy in 
which the first, second, and third lumbar ganglia had 
been removed have been followed up with regard to 
post-operative sterility (seminal anorrhoea). Only three 
of this series were found to be sterile. 

Eight cases of extensive sympathectomy for hyper- 
tension were followed up, and seven were found to be 
sterile. 

The sterility in 11 of the above 38 cases was due in 
seven cases to complete failure of ejaculation to occur, 
while four cases showed that there was reflux into the 
bladder. There was no obvious reason for the difference 
in these two groups. 

The mechanism of sterility in these cases is discussed 
and a theory of normal ejaculation is advanced. 


This paper is regarded as a report on work that is as yet 
incomplete, and further investigation is in progress. I am grate- 
ful to Professor A. M. Boyd for his constant stimulation and 
advice and for his original idea which initiated this investigation. 
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Despite increased experience in the use of hexa- 
methonium bromide it was felt that this drug was not 
of itself wholly satisfactory, and there still remained the 
small percentage of patients in whom it seemed impos- 
sible to produce a blood pressure low enough to achieve 
the required ischaemia for relatively “ bloodless field ” 
surgery. Successes had risen from 50% (Enderby, 1950) 
to 85% (Enderby and Pelmore, 1951). Failures were 
almost always in the younger age group of patients, and 
it was observed that such patients often responded to 
the administration of hexamethonium bromide by an 
increased pulse rate (up to 120-140 a minute) and a small 
and often inadequate fall in blood pressure. 

A constant search has been maintained for a drug 
which would either replace or enhance the action of 
hexamethonium bromide. Procaine amide appeared 
likely to achieve the latter for two reasons: (1) its vaso- 
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dilatory action would enhance the similar vasodilatory 
action of hexamethonium bromide; and (2) its effect 


’ in increasing the refractory period of the heart muscle 


might prevent the tachycardia which usually occurred 
and which may well be the cause of failure when using 
hexamethonium broniide. 


Pharmacology of Procaine Amide 


Procaine amide hydrochloride is p-amino-N-(2-diethyl- 
aminoethyl) benzamide hydrochloride, with the empirical 
formula CisH2N;:O0.HCl, and the molecular weight of 
271.79. Its structural formula jis: 

CH,CH; 


H.N€_>CO.NH.CH,CH,N HCl 
\ 


CH;CH; 


It differs from procaine only by the substitution of the 
amide group for the ester group. The structural formula 
of procaine is: 

CH;CHs 


f 
HNC )00.0.CH,CHN HCI 


CH;CH; 


Procaine is a more potent local analgesic than its amide 
(Newman and Clark, 1950), but it causes much more central 
stimulation (Kayden, Steele, et al., 1951). Both drugs are 
slight respiratory depressants, procaine having the greater 
effect. Both drugs produce hypotension when administered 
intravenously, but in conscious patients this is only a 
temporary effect. 

Bradycardia is a feature of the action of both drugs, 
with depression of the T wave and QRS complex. Such 
production of bradycardia may well be one of its important 
features in its power to enhance the action of hexa- 
methonium bromide. 

Joseph et al. (1951) studied the mechanism by which 
procaine amide is believed to influence ventricular 
arrhythmias, and suggested that by some means, not yet 
satisfactorily determined, it depressed ventricular irritability 
—specifically the refractory period, as measured by the 
Q-T interval. 

Whether the effect of procaine amide was due to the 
direct action of the circulating drug, or whether its effect was 
mediated through either the nervous system or some humoral 
mechanism, or both, has not yet been clarified. In view of 
the observation at operations, that inadequate ventilation 
was associated with most of the ventricular arrhythmias 
encountered, it was thought possible that the efficacy of 


- procaine amide lay in the diminution of the oxygen require- 


ment of the ventricular musculature, and the cardiac con- 
duction mechanism. Conversely, perhaps, procaine amide 
participated in the intracellular oxidative processes to in- 
crease the oxygen utilization of the tissues (Kayden, Steele, 
et al., 1951). e 

Procaine amide is absorbed rapidly and completely from 
the gastro-intestinal tract, permitting oral dosage when such 
is desirable. It is excreted in the urine, approximately 60% 
being recovered unchanged (Mark et al., 1951). Plasma 
levels decline slowly, approximately 10-20% an hour after 
intravenous administration (Mark ef al., 1951). The amide 
of procaine is not hydrolysed by the enzyme which affects 
procaine, and hence is relatively stable in vivo (Brodie et al., 
1948). 

Procaine has been used for the correction of cyclopropane- 
induced cardiac arrhythmias during anaesthesia (Burstein, 
1949). He claimed satisfactory results in 50 cases. Joseph 
and Rovenstine (1951) and Joseph et al. (1951) had similar 
results with procaine amide. No toxic effects of procaine 
amide have been produced, as evidenced by haematological, 
renal, and hepatic studies in dogs (Mark ef al., 1951). 


Effect on Ventricular Arrhythmias 


Ventricular fibrillation is usually rapidly fatal, and search 
has long been made for a drug which will prevent its onset. 
Among the drugs that have been used are diethylamino- 
ethanol, potassium chloride, quinine, “ dibenamine,” pro- 
caine, and procaine amide. Intravenous procaine has been 
the most widely used during anaesthesia, and has provided 
the best results (Burstein, 1949). 


Ventricular arrhythmias leading to fibrillation may occur 
under the following conditions: (1) If the patient has pre- 
existing ventricular extrasystoles, which may be occasional 
or paroxysmal. (2) With direct mechanical stimulation of 
the ventricle such as occurs in cardiac catheterization, or 
operations on the heart itself. (3) The administration of 
drugs which have a tendency to produce ventricular irregu- 
larities—for example, chloroform, cyclopropane, trilene, and 
adrenaline. (4) Ventricular arrhythmias are sometimes pro- 
duced for no apparent reason. Stimulation of the larynx, 
peritoneum, or pleura, and section of the vagi have all been 
implicated. 


Effect on Supraventricular Arrhythmias 


Kayden, Steele, et al. (1951) stated that the effectiveness 
of procaine amide in auricular arrhythmias may be influ- 
enced by the duration of the arrhythmia. Chronic auricular 
flutter (10 cases) and chronic auricular fibrillation (14 cases) 
failed to respond, whereas auricular fibrillation of recent 
origin (4 cases) responded and reverted to normal rhythm 
(Kayden, Brodie, and Steele, 1951). Auricular premature 
contractions were eliminated by procaine amide, although 
its effect was of shorter duration than in ventricular 
premature contractions. 

Schaffer et al. (1951) treated 14 patients with procaine 
amide and found the drug clinically effective in the treat- 
ment of auricular extrasystoles, tachycardia, flutter, and 
fibrillation. They observed that procaine amide had a 
depressant influence on abnormal auricular stimulus forma- 
tion and on normal conduction, as well as having an 
atropine-like action. 

Procaine amide, while protecting the heart from arrhyth- 
mias, has been shown to be less toxic than procaine (Mark 
et al., 1951). It is therefore the drug of choice when 
treating arrhythmias from any of the above causes. One 
side-effect of both procaine and its amide is the production 
of hypotension. In view of the increasing use of hexa- 
methonium bromide for the deliberate production of hypo- 
tension in all branches of surgery, the possibility of a series 
of conditions occurring which necessitate the use of. both 
these drugs in the same patient is becoming more likely— 
for example, one of us (A. A. M.) was recently faced with 
the problem of anaesthetizing a patient who showed pro- 
nounced irregularity of the pulse. Ventricular extrasystoles 
were diagnosed, and the control of these with procaine 
amide during operation was thought advisable. The opera- 
tion was for removal of a retrobulbar tumour, and because 
of the ease with which these tumours are removed under 
the hypotensive technique the surgeon requested that if 
possible hexamethonium bromide should be used. 


It was not known whether the hypotensive action of hexa- 
methonium bromide would be further potentiated by the 
previous or simultaneous use of procaine amide. The result 
of this first case encouraged us to study a series of cases 
using hexamethonium bromide following the previous 
administration of procaine amide. 

We have compared this series with figures taken from 
50 unselected cases in which hexamethonium bromide alone 
was used. Anaesthesia in the two series was exactly the 
same—namely, induction was with a mixture of thiopentone 
and gallamine triethiodide, and maintenance was with nitrous 
oxide and oxygen (2:1), in a semi-closed absorber system, 
together with intermittent thiopentone or pethidine. 
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Present Series 


Table I shows plainly that after the previous administra- 
tion of procaine amide a blood-pressure fall to below 
60 mm. Hg occurs in more than twice the number of cases 


Taste I.—The Blood-pressure Levels in 50 Unselected Cases 
Using Hexamethonium Bromide Alone, Compared with the 
Levels Achieved when Hexamethonium Bromide is Given 
After 1 g. of Procaine Amide 














a : Hexamethonium Bromide; Average 
Control Series : Hexamethonium ; P 
n Dose ,65 mg., after Procaine Amide, 
Bromide Alone; Average Dose, | 1g" Given in Two Divided Doses 
s. 00 mg. 
Average Blood-pressure | No.of | Average Blood-pressure | No. of 
Level during Operation Cases Level during Operation Cases 
80 and over 16 80 and over SL 
70-80 21 }37 70-80 15 $20 
60-70 10 60-70 23 
50-60 3 p13 50-60 7 $30 
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(30 against 13 in the control series) in which hexamethonium 
bromide alone was used. It is also evident that the dose of 
hexamethonium bromide needed to produce a similar fall 
in blood pressure is reduced by about 30 mg. after the 
administration of procaine amide. From this we may con- 
clude that the drugs show a true potentiation of each other's 
hypotensive effects. 

In the case of retrobulbar tumour mentioned both pro- 
caine amide and hexamethonium bromide were used in the 
following manner. 

Case A.—A woman aged 42 had a neurofibroma of the left 
orbit. Her general condition was good. ‘‘Omnopon,” 4} gr. 
(22 mg.), and scopolamine, 1/150 gr. (0.43 mg.), were given one 
hour pre-operatively. Her pulse was 84 and irregularly irregular ; 
and blood pressure 130. Anaesthesia was established with a 
mixture of 0.9 g. of thiopentone and 80 mg. of gallamine tri- 
ethiodide. An oral tube was passed and anaesthesia was main- 
tained with N,O+O, (2:1) and intermittent thiopentone. The 
table was then tipped to a 35-degree foot-down position. Her 

pressure was 110, pulse 86 and irregular. Procaine amide 
was injected intravenously as two doses of 500 mg. each. The 
pulse became regular two minutes after this and remained so 

out the remainder of the operation. The blood pressure 
fell to 80 and the pulse rate to 82. Surgery was begun and after 
only three minutes the blood pressure began to rise, reaching 
100 mm. in six minutes., Hexamethonium bromide was then 
administered intravenously, 20 mg. at a time. After 60 mg. had 
been injected the blood pressure fell to 60 mm. and remained 
steady at this level until the operation finished 35 minutes later. 
The colour remained excellent throughout, the surgical field was 
clear of blood except for the merest ooze, three swabs only being 
used. Respirations were unlaboured at 24 a minute. Post- 
operatively the patient was levelled to a 5-degree foot-down tilt. 
The blood pressure rose to 100 mm. and the pulse rate was 86. 
She was transferred at this tilt to her bed. Recovery was 
uneventful. 


It may also be said that cases with a blood pressure of 
over 80 mm. Hg are often unsatisfactory from an ischaemic 
point of view. The number of such cases was reduced from 
16 with hexamethonium bromide alone to 5 when procaine 
amide had first been administered. We did not, however, 
find that all cases with a blood pressure of 80 or over were 
necessarily unsatisfactory. In fact, many were relatively 
bloodless, and did not require the pressure to be taken any 
lower in order to facilitate surgery. : 

It must be emphasized that the primary object of the 
anaesthetist is to produce a field which is satisfactory to 
the surgeon, and not necessarily to produce a particular 
level of blood pressure. The optimum blood pressure for 
any particular case varies enormously with the age of the 
patient, the site of operation, the state of the blood vessels, 
the pulse rate, and probably many other variables which 
have not yet been fully assessed. Many cases—for example, 
excision of a rodent ulcer of the face in a patient of over 


70—are virtually bloodless with a pressure of 80-85 mm. 
Hg, while a young patient may bleed profusely from any 
site with a blood pressure as low as 65 mm. Hg. 

It is estimated that in approximately 85% of all cases in 
which hexamethonium bromide is used alone a satisfactory 
surgical result is achieved. That being so, it would be 
unnecessarily wasteful and troublesome to administer pro- 
caine amide to every case, in an attempt to avoid the small 
number of failures (15%) (Enderby and Pelmore, 1951) 
which occur when hexamethonium bromide is used alone. 

It was therefore decided to restrict the use of procaine 
amide to cases in which the use of hexamethonium bromide 
alone had failed to produce adequate ischaemia. A series 
of 17 such cases were subsequently treated with 1 g. of 
procaine amide. It will be seen (Table ID) that in all except 
one of these cases a satisfactory operative level was achieved. 
In no case was any toxic effect seen, and in no case was the 
blood-pressure fall so severe as to cause concern. The 
maximum fall occurred within five minutes of administration. 


TaBLe II—Blood Pressure in Cases of Failure with Hexa- 
methonium Bromide (H.M.B.), Showing Subsequent Levels 
Following the Use of Procaine Amide (P.A.) 








B.P. after 
Case | Age — g fry Addition a of 
.M.B. .M.B. of P.A. : 

1 34 200 mg. 120 65 1 g. 
2 25 100 ,, 90 60 Ss 
3 23 200 ,, 100 60 5S se 
4 10 100 ,, 105 70 Sw 
5 18 100 ,, 65 Dts 
6 16 200 ,, 90 55 3 w 
7 32 80 ,, 80 65 800 

8 46 100 ,, 85 65 700 ,, 
9 i 100 ,, 80 70 1 g. 
10 27 100 ,, 70 50 iP 
11 40 100 ,, 95 45 Sw 
12 26 100 ,, 90 65 So 
13 24 160 ,, 100 80 
14 25 100 ,, 80 60 600 mg. 
15 22 100 ,, 120 120 1 g. 
16 23 . 80 60 - 
17 23 mS « 100 85 A « 




















Cases Illustrating Response to Procaine Amide 
Two case histories show the type of response to procaine 
amide. 


Case B.—A boy aged 10 had an operation for the removal of a 
neurofibroma of the orbit. Premedication was with omnopon, 
+ gr. (11 mg.), and scopolamine, 1/300 gr. (0.22 mg.). Induction 
was with 3 ml. of thiopentone (0.15 g.) and maintenance was 
with N,O+O, and ether, using an Ayre’s T-piece. An endo- 
tracheal tube was passed and the table tipped to a 35-degree foot- 
down position. The systolic blood pressure was 110 mm. Hg, and 
pulse 120. Hexamethonium bromide, 100 mg., was injected intra- 
venously. After five minutes the pulse rate had risen to 140, and 
the blood pressure had dropped only 5 mm. Hg. Positive pressure - 
could not be used because of the Ayre T-piece. Procaine amide, 
800 mg., was given intravenously. The blood pressure fell in 
five minutes to 60 mm. Hg and the pulse rate resumed its original 
level of 120. Operation was begun and the field was virtually 
bloodless. Four swabs only were used during the entire operation, 
and these only to mop the merest ooze. “The pulse remained 
steady up to the completion of the operation 50 minutes later, 
and the blood pressure climbed slowly to 80 mm. Hg. On 
levelling the patient the blood pressure rose to 95 mm. Hg and 
subsequently recovery was uneventful. 


Case C.—A girl aged 18 had an operation for nasal reduction. 
Premedication was with omnopon, } gr. (22 mg.), and scopol- 
amine 1/150 gr. (0.43 mg.). The pre-operative blood pressure was 
120 mm. Hg, pulse 84. Induction was with 0.9 g. of thiopentone 
and 80 mg. of gallamine triethiodide. The blood pressure was 
then 110 and the pulse 80. An oral tube was passed and anaes- 
thesia maintained with N,O+O, in a semi-closed circle system. 
Intermittent thiopentone was used. The patient was tipped to 
a 35-degree foot-down tilt, and hexamethonium bromide, 
100 mg., was injected intravenously. After five minutes the 
blood pressure became 110 and the pulse 116. A second dose of 
hexamethonium bromide, 100 mg., was then injected and positive 
pressure respiration began. After five minutes the blood pressure 
became 85 and the pulse 118. The operation was started and after 
ten minutes the bleeding was brisk. The blood pressure was 100 
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and pulse rate 124. Procaine amide, 1 g., was injected intra- 
venously. Within five minutes the blood pressure became 65 and 
pulse fell to 90. The bleeding stopped. The operation was con- 
tinued uneventfully, there being only three swabs used, and the 
sucker was discontinued completely once the blood pressure had 
fallen to 65 mm. The blood pressure gradually rose to 75 mm. 
after 70 minutes, but no further bleeding occurred. The pulse 
was 92. On levelling, the blood pressure rose to 100 mm. Hg. 
Recovery was uneventful. 


Discussion 


Cases B and C show an interesting relationship between 
pulse rate and blood pressure. On the administration of 
hexamethonium bromide the pulse rate is seen to rise, and 
the fall in blood pressure is only slight. The injection of 
procaine amide causes both the blood pressure and the pulse 
rate to fall. It seems highly probable that the main action 
of the procaine amide is on the pulse rate, and that the fall 
in blood pressure is secondary and due to the prevention of 
this tachycardia. 

It would seem reasonable to suppose that the rise in pulse 
rate following hexamethonium bromide is an effort by the 
body to compensate for the fall in blood pressure, and 
occurs possibly through the secretion of adrenaline. The 
prevention of this compensatory tachycardia seems to be a 
necessary concomitant of a successful hypotensive anaes- 
thetic, for it has long been observed that almost all the 
unsuccessful cases have an elevated pulse rate. 

It may well be that the omission of gallamine triethiodide, 
with its tendency to produce tachycardia, will further in- 
crease the success rate. This substance was used in our 
first hexamethonium bromide/procaine amide series so as 
to make it strictly comparable with the 50 control cases 
using hexamethonium bromide alone. Enderby has omitted 
the use of gallamine triethiodide recently, but continues to 
get a percentage of cases in which a compensatory tachy- 
cardia detracts from a good ischaemic result. 

Another point of interest is the age group of the 17 cases 
in which the addition of procaine amide was deemed advis- 
able. Thirteen of the total were under 30 years of age, and 
this strengthens our previous view that the failures were 
mostly in the younger age group of patients. Thus the 
anaesthetist who deals more with the older age group 
will have greater success with hexamethonium bromide 
alone and less need for an adjuvant in order to achieve 
hypotension. 


Conclusions 

If it is deemed advisable to use hexamethonium bromide 
and procaine amide together—for example, with ventricular 
arrhythmias and maxillo-facial operations—no toxic effects 
occur. The blood pressure, however, does fall more than 
with either one of these used separately, and also with 
smaller doses. The drugs show a true potentiation of each 
other’s hypotensive effects. The anaesthetist must use 
supreme caution and vigilance when using them together. 

If hexamethonium bromide fails to bring the blood pres- 
sure down to a level in which bleeding is negligible the result 
will almost always be safely and quickly achieved by the 
subsequent addition of 1 g. of procaine amide intravenously. 

Failure of hexamethonium bromide alone seems to occur 
with the greatest frequency in patients under the age of 30, 
and it may be anticipated that procaine will be required 
most often in this age group. 


Summary 

A series of 50 cases is reported in which procaine 
amide was used before the administration of hexa- 
methonium bromide, and the results are compared with 
a control series. 

A further series of 17 cases is reported in which hexa- 
methonium bromide failed to produce a sufficient fall 
in blood pressure, and which responded after the admin- 
istration of procaine amide. 


The effect on the pulse rate and its relationship to the 
hypotensive effect of these two drugs are clearly demon- 
strated. 


We wish to thank our colleagues for their encouragement and 
assistance with these investigations and their permission to use 
some of their records, and Messrs. Squibb for generously supply- 
ing procaine amide (“ pronestyl”). We are also indebted to 
Dr. D. A. Robertson, cardiologist at this unit, for his help and 
advice. 


[ADDENDUM.—Since completing the foregoing article in 
February, 1952, work has gone forward with procaine amide, 
and 150 additional cases have received this drug. Careful 
observations have been made and records kept. So far no 
cases of allergy or untoward side-effects have been noticed. 
The pulse rate has almost invariably been reduced, with 
resulting benefit. The drug is being used by us in doses of 
0.5 to 1 g. in those cases in which the pulse rate remains 
higher than 110. An additional paper is being produced 
on this series. 

We are indebted to Messrs. May and Baker Ltd. for supplying 
the entire requirements of this later series of cases.] 


REFERENCES 


Brodie, B. B., Lief, P. A., and Poet, R. (1948). J. Pharmacol., 94, 359. 
Burstein, C. L. (1949). ee 10, 133. 
Enderby, G. E. = iy 950). Lancet, i" 
Pel F. (1951). ibid. , 663. 
Joseph, S. IL., Heirih. M., Kayden, H. 5 Orkin, L. R., and Rovenstine, 
E, A. (1951). Sure. Srnec. Obstet., 93, 75. 
Rovenstine, E. A. (1951). J. Pharmacol. 
3 B., and Steele, J. M Tags. Mod. Cone. 
cardiovas. Dis., 20, 100. 


— =~ J. M., Mark, L. C., and Brodie, B. B. (1951). Circulation, 
1 


Mark, L. o et al. (1951). i. tomes. 102, 5. 
B. (1950). Fed. Proc., 


Newman, ,* and Clark, , 304 
Schaffer, 4 L Blumenfeld, 3 ” Pitman, E. R., and Dix, r H. (1951). Amer. 
Heart 3., 42, 115. 








TREATMENT OF ACUTE MALARIA 
WITH PYRIMETHAMINE 


BY 


T. WILSON, M.D., D.P.H. 
AND 


J. F. B. EDESON, M.B., Ch.B. 
Institute for Medical Research, Kuala Lumpur, 
Federation of Malaya 


Pyrimethamine, which is 2 : 4-diamino-5-p-chlorophenyl- 
6-ethylpyrimidine, is the latest of the new synthetic anti- 
malarial drugs to be tested by us in the Malaria Research 
Division of this institute. This compound is produced 
by Burroughs Wellcome & Co. under the trade name 
“daraprim,” and was formerly known by the experi- 
mental number B.W. 50-63. 

Falco et al. (1951) found that pyrimethamine was 
active in very small doses against Plasmodium galli- 
naceum, P. berghei, and P: cynomolgi, and its toxicity 
was slight. Rollo (1951) reported ‘that proguanil- 
resistant strains of P. gallinaceum and P. berghei were 
susceptible to pyrimethamine, and found that P. galli- 
naceum could not readily be made resistant to pyri- 
methamine by the usual methods. Archibald (1951) gave 
the first account of the effect of pyrimethamine in human 
malaria. Single doses of as little as 5 mg. -cleared 
P. falciparum trophozoites from the blood of Nigerian 
schoolchildren ; his patients, however, seem to have been 
parasite carriers rather than sufferers from acute 
malaria. 

Through the kindness of Brigadier J. S. K. Boyd, 
Director of the Wellcome Laboratories of Tropical 
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Medicine, we obtained a supply of pyrimethamine, and 
have used it to treat 126 patients with acute malaria. 
This paper includes the results up to June, 1952. 


Experimental Methods and Standards 


Our patients were drawn from the Asian population of 
the Kuala Lumpur and Tampin districts of the Federation 
of Malaya. They may be regarded as semi-immunes ; but 
they came to hospital seeking treatment for fever, and were 
admitted to the General Hospital, Kuala Lumpur, or the 
District Hospital, Tampin, where they were under the 
personal supervision of one or other of us. The cases 
here recorded were previously untreated and uncomplicated 
infections due to a single species of malaria parasite, and 
usually with fever and other symptoms of acute malaria. 

Parasite counts were made daily on all patients, using the 
Dreyer-Sinton fowl-cell technique, and thick blood films 
stained by Field’s rapid method were also examined once 
or twice daily to check progress. <A film was reported nega- 
tive if no parasites were seen in 100 thick film fields. Pulse 
rates and temperatures were charted four-hourly. 


The doses of pyrimethamine were given to each patient 
by one or other of us, and were seen to be swallowed along 
with a drink of water. The drug was supplied in tablets of 
two sizes, containing respectively 10 and 25 mg. of pyrimeth- 
amine base, and all doses are stated in terms of base. 

At the start of our trial little was known about the effec- 
tiveness of pyrimethamine in the treatment of acute malaria 
or what the optimum dose should be. Treatment was there- 
fore restricted to patients in good physical condition whose 
parasite counts were relatively low. After a single dose of 
20 mg. had proved ineffective in one falciparum and one 
vivax infection, we decided to begin with single doses of 
50 mg. 


Results 


(1) Acute Falciparum Malaria.—Fifteen patients were 
treated with a single dose of 50 mg. of pyrimethamine ; 
39 received 100 mg., in divided doses of 50 mg. each at 
intervals of 4 to 12 hours, and 26 received a total dose of 
300 mg. in five days—100 mg. on the first day, followed 
by 50 mg. daily for the next four days. The results are 
summarized in Table I. They were disappointing. The 


TaB_e I.—Average Duration of Asexual Parasitaemia and Fever 
after Treatment of Acute Falciparum Malaria with Pyrimeth- 
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Aur Duration a 
of Parasitaemia ~ | Asex 
Deve No. No. and Fever in Days Parasite - 
encthamine bode , (Excluding Failures*) | Count per Parasite 
Base Cases |Failur c.mm. Counts 
_Para- Fever Before 
sitaemia Treatment 
50 mg.x1 .. 15 2 1-9 2-0 16,400 1,000— 
92,600 
100 mg. in 
12 hours .. 39 4 2-4 2:1 9,200 600- 
100 1 FiO, 
mg. x " . ’ 
oo mex) } 26 7 2-6 23 | 12,600 | 3:08, 























* Failure means that asexual parasites were still present on the seventh day, 
or — | — intervention with another drug was necessary before the 
seven 


most disturbing feature was the failure to cure so many of 
the patients. But, apart from these failures, the clinical 
action of the drug was slow, and more than one-third of 
the successfully treated patients had persistence of fever 
and symptoms for a day or two after trophozoites had dis- 
appeared from thick blood films. A similar delayed action 
on fever is often seen when treating falciparum malaria with 
proguanil, but is rare with other synthetic drugs. In a com- 
parable series of 25 patients treated with single doses of 
300 mg. of chloroquine base there were no failures; the 
average duration of parasitaemia was 2.3 days, but the 
average duration of fever was only 1.2 days. 


Many of our patients came from areas where proguanil- 
resistant strains of P. falciparum were known to exist. It was 
possible that such strains were also resistant to pyrimeth- 
amine, and that this would explain the failures and indeed 
the persistence of symptoms in so high a proportion of 
our patients. We tested this hypothesis by giving pyri- 
methamine to patients whom proguanil had failed to cure. 

(2) Treatment of Proguanil-resistant Falciparum Infec- 
tions with Pyrimethamine.—Twenty-four patients with acute 
falciparum malaria had responded little or not at all to 
doses of 300 mg. of proguanil daily for an average of 3.7 
days ; they were then given 100 mg. of pyrimethamine in 
two doses of 50 mg. each. The results are summarized in 
Table II. Apart from the two immediate failures, one 


TaBLe II.—Average Duration of Parasitaemia and Fever in 
Proguanil-resistant Falciparum Infections Treated with 
100 mg. Pyrimethamine 











Average Duration Average 
~{ gy nag jn . P 
No. of No. of and Fever in Days arasite ange o' 
: (Excluding Failures*) | Count per Parasite 
Cases Failures* : mm. on Day Foon 
‘ara- methamine 
sitaemia Fever | “was Given 
24 2 1-9 1-8 7,814 200-—54,700 




















* Failure means that asexual parasites were still present on the seventh day, 
or that therapeutic intervention with another drug was necessary before the 
seventh day. 


TaBLE III.—Average Duration of Parasitaemia and Fever after 
Treatment of Acute Vivax Malaria with Pyrimethamine 











: Average 
Average Duration of A i 
Parasitaemia and — 
Dose of : Parasite | Range of 
Pyrimethamine ped Fever in Days Count Parasite 
B perc.mm./ Counts 
Para- Rover Before 
sitaemia Treatment 
50 mg.x1_.. 11 3-1 2-0 5,470 600-14,600 
100 mg. in 12 
hours ik 11 3-4 1-9 5,640 400-18,600 




















patient treated with pyrimethamine on day 4—that is, after 
three full days’ treatment with proguanil—and discharged 
from hospital apparently cured on day 12, returned six days 
later with a temperature of 102° F. (38.9° C.) and falci- 
parum trophozoites in his blood. Excluding the two 
failures and two afebrile patients, only 2 patients out of 
20 had persistence of fever and symptoms after tropho- 
zoites had disappeared from their peripheral blood. These 
results are so similar to those in Table I as to suggest that 
resistance to proguanil plays little part in determining how 
falciparum malaria will respond to treatment with pyri- 
methamine. 

(3) Acute Vivax Malaria.—Eleven patients with acute 
vivax malaria were treated with the 50-mg. single dose, 
and 11 with the 100-mg. dose. The results are summarized 
in Table III. Parasite clearance was slow, but there were 
no failures; fever and symptoms did not persist after 
trophozoites had disappeared from the peripheral blood. 


Discussion 


Comparison with Results from Elsewhere.—During the 
progress of this work accounts of therapeutic trials of pyri- 
methamine in other countries became available. One, by 
Schneider et al. (1952), was from Tunisia and Indo-China ; 
another, by McGregor and Smith (1952), was from the 
Gambia. More recently still, Goodwin (1952) has reviewed 
these results, and has also given details of other clinical 
trials in Assam. The general tenor of these reports is 
favourable, yet occasional failures appear in the records, 
and Schneider et al. make special mention of the slow 
clinical response, and of the fact that results were not 
improved by using more than a 50-mg. single dose. More 
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work is needed before the value of pyrimethamine in the 
treatment of malaria can be assessed. Our own results 
indicate that it is unsuitable for the treatment of acute 
malaria caused by Malayan strains of P. falciparum; its 
effect on parasitaemia is so uncertain that it could not be 
relied upon in a heavy infection. 

Drug-resistance.—In recent years, and particularly since 
the advent of proguanil, the problem of drug-resistance in 
malaria parasites has assumed a new importance. Not only 
must the ability of parasites to develop resistance against 
a drug be investigated, but also the possibility of cross- 
resistance between different drugs. Schmidt (1953) found 
that P. cynomolgi in monkeys could quickly be made 
resistant to pyrimethamine, that the resistant quality was 
transmissible through the mosquito, and that resistant 
trophozoites were also refractory to treatment with 
proguanil. Rollo (1952) produced resistance to pyrimeth- 
amine in P. gallinaceum and P. berghei, but found that 
the drug was almost as active against proguanil-resistant 
strains in the laboratory as against normal strains. We are 
still uncertain whether falciparum infections which fail to 
respond to pyrimethamine are also resistant to proguanil ; 
but the figures in Table II suggest that proguanil-resistant 
strains of P. falciparum behave similarly to unselected 
Malayan strains of falciparum when treated with pyri- 
methamine. 


Summary 


Pyrimethamine, a new antimalarial drug of the 2:4- 
diaminopyrimidine series, has been used in Malaya for 
the treatment of 126 patients with acute malaria. 


Eighty patients had previously untreated acute falci- 
parum malaria. A single dose of 50 mg. of pyrimeth- 
amine failed to cure 2 out of 15 patients; a dose of 
100 mg. (in two doses of 50 mg. each) failed to cure 4 
out of 39 ; and a total dose of 300 mg. (100 mg. on the 
first day and 50 mg. daily for the next four days) failed 
to cure 7 out of 26 patients. Apart from the failures, 
the action on fever and symptoms was usually slow. 


Twenty-four patients whose falciparum infections had 
proved refractory to treatment with proguanil were given 
100 mg. of pyrimethamine. Results were so similar to 
those described above as to suggest that resistance to 
proguanil does not affect the response to pyrimeth- 
amine, and is therefore unlikely to have been respon- 
sible for the failures in the other groups. 


Workers in other countries have obtained better re- 
sults than these, but occasional failures have been en- 
countered, as has also the slow action on fever and 
symptoms. Whatever the verdict elsewhere, pyrimeth- 
amine must be regarded as unsuitable for the treatment 
of acute malaria due to Malayan strains of P. falci- 
parum. 


Eleven patients with acute vivax malaria were treated 
with the 50-mg. single dose, and eleven with the 100-mg. 
dose. Disappearance of parasites was slow, but there 
were no failures. 


We are greatly indebted to Brigadier J. S. K. Boyd, Director 
of the Wellcome Laboratories of Tropical Medicine, for the 
supply of pyrimethamine and for information about its properties. 
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USE OF LOCAL ANALGESIA IN 
SEPTIC-FINGER SURGERY AT A 
TEACHING HOSPITAL 


BY 


P. E. B. HOLMES, M.B., B.S., B.Sc. 
Senior Casualty Officer, King’s College Hospital 


AND 


D. J. C. GRAFF, M.R.C.S., L.R.C.P. 
Late Second Casualty Officer, King’s College Hospital 


The purpose of this limited survey is to ascertain 
whether local analgesia is an advantage over general 
anaesthesia in septic-finger surgery. The operations 
have been performed by the casualty officers and the 
casualty dressers; although the latter change once a 
week, they have operated on two-thirds of the cases. 
Each new dresser has one or two practical demon- 
strations of the technique of analgesia and the prin- 
ciples of drainage ; he is then allowed to operate single- 
handed, but with a casualty officer present. 

The investigation began in February, 1952, and covers 
256 patients operated on between that time and July, 
1952. In the final analysis the case records are com- 
plete enough in only 209. The youngest patient was 
3 years old and the eldest 85. 

For the most part we have followed the terminology 
used in Professor Pilcher’s clinic at University College 
Hospital (Pilcher et al., 1948 ; Bailey, 1952). We have 
used focal analgesia for the fingers and thumb. The 
types of infection classified are: (1) Acute paronychia 
(40.2%). (2) Pulp abscess: this includes the terminal 
pulp only (24.2%). (3) Apical abscess: the “apex” 
being that space lying between the true pulp and the end 
of the finger (9.3%). (4) Subcutaneous abscess, both 
volar and dorsal (17.9%). (5) Subungual abscess: we 
use this group to include sepsis following on splinters 
under the nail (8.2%). 


Method of Treatment 


Most cases were operated on at their first attendance. 
When pus has not been obvious on examination we have 
found that throb- 
bing pain and loss 
of sleep are the 
symptoms which 
are most sugges- 
tive of its pre- 
sence. 

Analgesic.—24% 
procaine solution 
without adrenaline 
was used. For the 
first two months 
the injections were 
given at the sides 
of the proximal 
phalanx—but later 
the nerves were in- 
jected as they leave 
the palm, just dis- 
tal to the deep 
transverse  meta- 
carpal ligament. 
After cleansing 
with tincture of 
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the knuckles is stretched and a very fine needle introduced 
here (Figs. 1 and 2). It is directed distally and forwards— 
fairly near to the proximal phalanx. Before withdrawal the 
needle is directed across the knuckle to block the dorsal 
nerves and the site for injection of the opposite side of the 
finger: the second injection is then made. In all, 6 ml. is 
usually more than enough. At this stage we allow at least 
five minutes, preferably ten minutes, for the block to become 
effective. 











— DIRECTION OF NEEDLE 
KNUCKLE. 
DIGITAL NERVE. 
— 
DEEP TRANSVERSE 


METACARPAL LIGAMENT. 


Fic. 2.—A longitudinal section at the level of a metacarpo- 
phalangeal joint; for the sake of clarity, the other structures at 
this level have been omitted. 


A tourniquet of thin rubber is placed on the finger at its 
base. This is essential, since the extent of dead tissue and 
“ collar-stud””’ sinuses cannot be seen without a bloodless 
field. We stress to students that (1) incisions must be 
adequate in extent, placed if possible over dead skin, and 
in the direction of Lamger’s lines ; (2) all slough must be 
removed and the cavity mopped out; (3) deep extensions 
must be carefully sought with a probe; and (4) drainage 
must be ensured by the use of a small piece of tulle gras 
(which serves solely to hold the edges of the incision apart) 
and often by the excision of a narrow diamond of skin. 

We have not used “through-and-through,” “ hockey- 
stick,” or “alligator” incisions for pulp lesions. For 
paronychia we used the classical lateral incision, as merely 
elevating the nail-fold has not been found effective. When 
possible, distal healthy nail has been left in situ as protec- 
tion. For infections at the side of the nail we have removed 
a strip wide enough to ensure drainage rather than the 
whole nail. 

After operation a dry dressing is applied and the 
tourniquet femoved; the circulation is checked and a 
tubular bandage applied. This has been found much more 
useful than the orthodox finger bandage. The affected arm 
is rested in a sling for at least two days. The patient is 
given a small supply of codeine tablets. 

Dressings.—These are done as infrequently as possible. 
The patient attends the day after operation, but if, as 
expected, he has had a good night and the dressing is com- 
fortable it is not touched for 48 hours. Then the wick is 
removed and suitable dressings are continued. These are 


_performed in a morning: hand clinic, where the same 


casualty officer and nurses deal with the cases daily. 
There is also a physiotherapist in attendance. For certain 
cases we have soaked the wound in chloramphenicol solu- 
tion (24% in propylene glycol) for five minutes. Otherwise 
we have kept the wounds dry and have instructed the 
patients to do likewise. 

Chemotherapy and Bacteriology.—tin all but nine cases 
penicillin (300,000 to 600,000 units of procaine penicillin 
daily) has been given. Five patients received systemic 
chloramphenicol because of the isolation of penicillin- 
resistant organisms and a tendency to chronicity. Bacterio- 
logical sampling was not undertaken as a routine measure 
except for a short period during April, May, and June, 1952, 
when bacteriological swabs were taken from the lesions of 
all patients at the time of incision. In 100 consecutive cases 
comprising all types of hand infection, cultures were sterile 
on two occasions; in the remaining cases the organisms 
isolated were: Staphylococcus aureus, 94 cases (in pure 
culture, 88 cases) ; Streptococcus pyogenes, 7 cases (in pure 
culture, 2 cases) ; coliform bacilli, 4 cases (in pure culture, 
2 cases). Infections with two or more organisms were 
found in six cases, Of the staphylococci 77% were sensi- 
tive to penicillin: 


Results 


The results are expressed in days of disability from the 
first symptoms until operation and from operation until 
the end of treatment, and of total disability. The pulp 
abscess is the most common type of infection to become 
chronic. We have had 12 such complicated cases in this 
series ; in these, the total disability has been over 14 days. 
In Table I are shown separate results for the straight- 
forward cases and for the 12 cases with complications. In 
the last column are shown the results achieved by Bailey. 


TABLE I.—Disability Times from Onset Until Operation and from 
Operation until Discharge 











Average Disability Total 
ri RS of Time in Days Time 
Canes ection U.C.H. 

Pre-operative] Post-operative} Total | Series 
85 Par i on 4-7 8-4 13-1 14-3 
48 | Pulp ss (total) 5-0 12:5 17-5 18-7 
36 | Pulp abscess (un- 
complicated) .. 49 69 11-8 
12 7 ss (com- 
icated) ¥ 7-6 30-9 38-5 
37 | Subcutaneous ab- 
ears 43 8-0 12-3 | 14-5 
21 Apical abscess .. 49 li-1 16-0 11-0 
18 Subungual abscess 43 10-1 14-9 




















From the point of view of this investigation it is neces- 
sary to compare local analgesic with general anaesthetic 
cases as regards post-operative time. This has been done 
from the records of this hospital for 1951, when general 
anaesthetics were used. The cases were selected according 
to letters A-L of the names record. The unbiased com- 
parison is shown in Table II. 


TaBLe II.—Comparison Between the 1951 and 1952 Series 





Type of Post-operative) Type of Post-operative 
Infection Time in Days Infection | Time in Days 





1951 series Paronychia 11°6 Pulp abscess | 15-0 (22 cases 
(G.A.) (80 cases) ‘ (50 cases) >14 days) 
1952 series Paronychia 8-4 a 12-5 (12 cases 
(L.A.) (85 cases) (48 cases) >14 days) 











The results reveal that: (1) The figures for disability time 
are similar for the large University College Hospital series 
and this small series ; in both, local analgesics were used. 
(2) The figures at this hospital are better when a local 
analgesic has been used. We are convinced that the reason 
for this is unhurried careful operation in a bloodless field. 
(3) The disability time for “simple” pulp abscesses (three- 
quarters of the cases) is seen to be about the same as that 
for paronychia. (4) Failure to obtain a quick recovery has 
been due to osteitis (three cases); inadequate drainage by 
doctors outside the hospital (three cases) ; inadequate drain- 
age at the hospital (four cases) ; far-advanced initial lesions 
(four cases) ; fracture of terminal phalanx (two cases); and 
lack of co-operation (one case). (5) The difference in dis- 
ability time between the local and general anaesthetic cases 
may seem slight ; however, for the cases in Table II alone 
it represents one man’s work for 18 months. (6) It would 
seem from Table I that the average patient, no matter what 
type his infection, lingers about five days before coming to 
hospital ; this time allows for the formation of pus. 


Discussion 


As a result of the investigation we are of the opinion 
that local analgesia is definitely superior to general anaes- 
thesia for infections of the fingers. The reasons are: 


From the patient’s point of view.—We have found that 
the majority prefer an injection to a “ whiff” of gas, with 
its attendant period of starvation and the chance of post- 
anaesthetic debility and vomiting. 

From the surgical point of view.—The advantages are 
many. They are summarized thus: Local analgesia has 
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been objected to because it is said to endanger the blood 
supply of the finger. We do not use adrenaline, and if the 
injection is given as above there is no mechanical constric- 
tion except by the tourniquet. We have watched the colour 
of the finger-tips post-operatively and found it normal in 
all cases. Another objection is the injection of fluid into 
potentially infected tissues—making them oedematous and 
thereby risking spread of infection. We have met neither 
of these complications, nor sensitivity to procaine. 
General anaesthesia involves a small risk and, in addi- 
tion, a wait until the statutory four hours has passed 
since a meal. Its possible unpleasantness has been 
mentioned. 

Above all, it is preferable to be able to operate with 
care on a stationary finger rather than to make a quick 
incision on a patient who is perhaps not too well anaes- 
thetized. This type of operation leads inevitably to 
inadequate drainage. 

_ The knowledge that operation can be performed immedi- 
ately under local analgesia is. of great value: there is no 
temptation to defer operating should the patient attend in 
the evening, nor are superficial pustules opened without 
anaesthesia and without proper exploration. 

_ Local analgesia can be attained by anyone working alone, 
and from the point of view of casualty officers in small 
hospitals it is excellent; in fact, it has been practised in 
many such hospitals for some years. It is a better method 
for teaching purposes, since the student learns to work with 
care and sees the lesion clearly. There is also the extra 
time which the inexperienced operator needs. 

In conclusion, we would stress that students under super- 
vision have performed most of the operations ; the results 
indicate that this is a satisfactory method. 


We thank Mr. E. G. Muir for his helpful criticism and per- 
mission to publish these cases, also the other casualty officers, 
Sister Doris, the nursing staff, and the students who have done 
most of the operating. We also acknowledge the help we have 
received from the Bacteriology Department, and in particular 
thank Mr. K. Tippett and Mr. L. Rutty, who undertook the 
cultural investigations. 
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SOME ASPECTS OF CATHETERIZATION 
IN RETENTION OF URINE 


BY 


J. A. LLOYD DAVIES, M.B., B.S., F.R.C.S. 


The closed methods of prostatectomy introduced by 
Harris (1934), Hey (1945), and Millin (1945) require the 
absence of urethral and urinary sepsis for their safe 
performance. The undertaking of these closed oper- 
ations on patients with urinary-tract infection offends 
surgical principles, and may lead to ascending pyelo- 
nephritis, wound sepsis and diastasis, and suprapubic 
urinary leak, despite the use of chemotherapy and anti- 
biotics. It is clear that previous catheterization jeopar- 
dizes the patient’s recovery if infection has been intro- 
duced with the catheter. This is particularly so in cases 
of acute on chronic retention of urine, in which imme- 
diate closed prostatectomy is now so often feasible. The 
advantages of this procedure need no emphasis when 
compared with the alternative of catheter drainage until 
urethral and bladder infection are well established, 
followed by suprapubic cystostomy, and transvesical 
prostatectomy at a later date. 


Present Investigation 


With this factor of urinary infection in mind, an investiga- 
tion was carried out into a series of 117 consecutive patients 
admitted to hospital for the treatment of retention of urine 
caused by prostatic enlargement, fibrosis, or neoplasm. A 
history of any catheterization prior to admission was 
obtained, and the first specimens of urine collected in 
hospital were examined. In some cases these samples were 
midstream specimens, some were from suprapubic drainage 
of the bladder, others were obtained at prostatectomy or 
cystoscopy, while in a small group specimens were collected 
by catheterization when the patient’s general condition pre- 
cluded any other mancuvre. A specimen of urine in 
which pus cells were seen on microscopy of the centrifuged 
deposit and from which pathogens were grown on culture 
was regarded as infected. The following results were 
obtained : 

Total No. of cases 117 =. No. infected 31 (26%) 
No. uncatheterized 86 (73%) .. i vs 15 1} 
No. catheterized .. 31 (27%) .. eo a 16 (52 

A further review with regard to frequency of catheteriza- 
tion disclosed the following : 

No. catheterized once 13 (11%) No. infected 3 (23%) 

ie » Tepeatedly 18 (15%) .. 5, am 13 (72%) 

In those patients who had been catheterized Bact. coli was 
present in only four, while the remaining 12 cases had mixed 
infections of two or more of the staphylococcal, coli, 
Str. faecalis, pyocyaneus, or proteus groups. The corre- 
sponding figures for the uncatheterized showed a Bact. coli 
infection in ten and mixed infections in the other five 
cases. 

It is not surprising that retention is sometimes associated 
with urinary infection even when no urethral instrumentation 
has taken place, for the stasis of urine in the bladder pro- 
vides a relatively undisturbed haven for the growth of 
bacteria. 

That previous catheterization in retention of urine should 
raise the numbers infected from 17% to 52%, and, in 
addition, noticeably increase the proportion of mixed infec- 
tions is of grave significance. Particularly is this so in view 
of the relative insensitivity of many strains of these 
organisms to antibiotics and chemotherapy. It is not only 
in the patient’s home but in the hospital out-patient clinics 
and wards that urethral catheters are passed. How may such 
catheterization be avoided ? 

The discomfort of acute on chronic retention is often 
such as to lead to urgent demands from the patient for 
relief. In these circumstances there are several courses open 
to the practitioner. The time-honoured method of trying to 
get the patient to micturate while he is sitting in a warm 
bath with the taps running is rarely of avail, and recourse 
is generally had to one of the following procedures : (a) . 
giving the patient morphine and transferring him to hospi- 
tal ; (b) the’ passing of a rubber catheter, partial or complete | 
decompression of the bladder, removal of the catheter, and 
the transfer of the patient to hospital ; (c) catheterization 
and decompression, removal of the catheter, and the hopeful 
waiting for return of spontaneous micturition—this happy 
occurrence is by no means usual, and the catheter may be 
passed again and thereafter repeatedly ; (d) the passing of 
a catheter and tying it in. 


The Best Course 


Which course should the practitioner adopt? Although 
the arranging of a patient’s admission to hospital nowadays 
is sometimes a difficult and exasperating matter, there is no 
doubt that generally, so long as there is no excessive delay, - 
this is the best course, with the patient adequately sedated 
and with no catheter passed. It is felt that, normally, 
recourse should never be had to repeated catheterization or 
the tying in of a catheter. The safe performance of a closed 
prostatectomy, in itself necessitating an indwelling catheter 
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for some days, is jeopardized by the almost certain previous 
urethral sepsis or trauma in such a case. If decompression 
of the patient’s bladder in his home is unavoidable, it will 
be seen from the figures previously presented that a single 
careful catheterization and decompression of the bladder, 
followed by removal of the catheter, offers the smallest 
chance for infection to occur. 

In hospital out-patient clinics, catheterization is sometimes 
employed in cases of chronic retention for the measurement 
of the residual urine. With this procedure, the risk not only 
of infection but also of haemorrhage from the prostatic 
plexus of veins occurs. Neither this nor the additional small 
incidence of superimposed acute retention leads to increased 
confidence on the part of the patient or to greater ease of 
management by the surgeon. Measurement of the residual 
urine is obviously not necessary in those cases in which the 
distended bladder is palpable above the pubis. When, how- 
ever, the bladder cannot be felt, or in the obese, adequate 
information concerning the residual urine may be obtained 
from after-micturition x-ray films of the bladder region fol- 
lowing excretion pyelography. Such films may demonstrate 
either complete emptying of the bladder or the dye shadow 
rising above the symphysis pubis—a residual urine of at 
least 5 oz. (140 ml.). In between these two categories the 
quantity of radio-opaque dye remaining in the bladder will 
give, with practice, a very fair estimate of the residual urine. 
Increasing distension of the bladder may be discerned by 
comparison with further after-micturition films taken at 
appropriate intervals. It is, of course, upon this increasing 
residual urine, together with the symptomatology, that the 
indications for elective prostatectomy usually depend. 


If catheterization is so far avoided, it is pointless if the 
patient is catheterized on admission to hospital. This gener- 
ally applies in cases of acute on chronic retention admitted 
as emergencies. The choice of which patients in this group 
are suitable for immediate prostatectomy necessitates careful 
assessment of the general physical state as well as of the 
condition of the urinary tract. The performance of the 
necessary investigations and the availability of the operating 
theatre may well cause delay. It is in these circumstances 
that catheterization is performed in the ward. The alterna- 
tives of suprapubic needling of the bladder or the insertion 
of the drainage tube described by Riches (1949) are often 
adopted. The presence of a sharp comparatively large 
needle in the collapsing bladder must entail some risk. The 
insertion of a Riches tube as a short-term measure of a few 
hours’ duration hardly seems justifiable. 


New Method of Temporary Suprapubic Drainage 


A method of insertion of polythene tubing suprapubically 
into the bladder is therefore described for use in tiding the 
patient over any short waiting period before emergency 
prostatectomy can be performed. This method, like any 
form of blind suprapubic bladder puncture, is contra- 
indicated if the bladder is not palpable well above the pubis, 
or if a previous suprapubic operation is likely to have bound 
the peritoneum low down on the anterior abdominal wall. 
With the foot of the bed raised, after preliminary infiltration 
of a small area of the skin with 2% procaine solution, a 
7.5 (French catheter gauge) Lichtwitz antrum trocar and 
cannula is introduced into the bladder immediately above 
the symphysis pubis in the midline in a backwards direction. 
The trocar is removed and a No. 2 (Allen & Hanburys) 
polythene cannula (of 1 mm. bore and 0.25 mm. wall), which 
has had side holes made in it for the terminal 3 in. (7.5 cm.), 
is passed down the Lichtwitz cannula so that approximately 
8 in. (20 cm.) of the polythene cannula lies in the bladder. 
The Lichtwitz cannula is then withdrawn, and the polythene 
tubing strapped firmly to the patient’s abdominal wall at an 
appropriate site and an occlusive dressing applied to the 
puncture wound. The polythene cannula may then be con- 
nected to rubber tubing leading to a bottle by the side of 
the bed (the outer cannula of a Bateman needle is very 
suitable for the junction). Adequate drainage of urine is 
achieved, and may be continued if so desired for at least 
24 hours in safety. No prevesical space leakage of urine 


has been found when this area has been exposed during 
prostatectomy. 

In this way not‘only is urinary and urethral infection 
avoided but urine is obtained for laboratory examination, 
and excretion pyelography may be proceeded with. 

Conclusion.—By the use of these principles in the patient's 
home, and in hospital out-patient clinics and wards, it is 
felt that there will be a greater proportion of cases of 
retention of urine in which elective or immediate closed 
prostatectomy, with all its advantages, may be safely 
performed. 


Summary 


A review is made of 117 cases of retention of urine. 
Of those patients who had not been previously cathe- 
terized, 17% were found to have infected urine, while 
of those previously catheterized 52% had infected urine 
with a greatly increased proportion of mixed growths 
of pathogens. The place of catheterization is described 
in the management by the practitioner of acute on 
chronic retention of urine. The radiological method 
of measurement of residual urine, which avoids catheter- 
ization, is considered. A new method is described of 
temporary suprapubic drajnage of the bladder by the 
insertion of a polythene cannula. 


I wish to thank the surgical staff of the Peace Memorial 
Hospital and Shrodells Hospital, Watford, for permission te 
review their cases, and in particular Mr. J. E. Semple and Mr. 
A. §S. Gough, under whose care most of the patients were 
admitted. 
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Medical Memoranda 








Two Cases of Abnormal Hymen 


Congenital anomalies of the hymen are rare enough to make 
two further cases worth recording. 


CASE 1. HAEMATO-COLPO-METRO-SALPINX 


A girl aged 18 who had been married for five years was 
admitted with a rounded swelling protruding from her 
vagina. She had never menstruated, though she had felt 
rhythmical discomfort and pain in her lower abdomen at 
intervals of about one month for the past few years.. At 
these times she also complained of the usual systemic symp- 
toms of menstrual molimina. She had not been able to 
have coitus properly. During the past four months she had 
developed frequency of micturition and dysuria at times. 
Defaecation had been difficult during the past four months. 
Often she had to extract the stool with a finger or with 
the help of a rectal douche. 

On examination she appeared to be a healthy young girl 
with secondary sex characters well developed. There was a 
palpable swelling in the pelvis, the size of a five-months 
gravid uterus ; enlarged Fallopian tubes were palpable on 
each side of it. The mass was slightly tender. A firm and 
fluctuant swelling the size of an apple protruded outwards 
at the site of the vagina. The swelling was lined by modified 
vulval skin externally. The urethra was unusually large, 
admitting the thumb easily—undoubtedly owing to attempts 
at intercourse through the urethral opening. On rectal 
examination a semifluctuant mass in the vagina and an 
enlarged uterus and tubes above it could be easily made 
out. There was no evidence of retro-uterine haematocele 
or pelvic peritonitis. 

At operation chocolate-coloured material was evacuated 
from the vagina by a crucial incision of the hymenal mem- 
brane. The cavity of the vagina was continuous with that 
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of the uterus. Vaginal mucosa formed the inner lining of 
the membrane, and erectile tissue was present between this 
and the outer lining of modified vulval skin. There was 
no bluish discoloration of the hymen as is usually seen in 
imperforate hymen. The vagina and the uterus were packed 
with iodoform gauze. The patient made an uneventful 
recovery, and was discharged in a fortnight. 

Comment.—tThe points of interest in this case are: (a) The 
unusually large haemato-colpo-salpinx ; it is amazing that 
the blood did not spill over the fimbriated end of the tubes. 
Probably the tubal ostia got closed by low-grade infection. 
It will be of interest to know if the patient becomes preg- 
nant at a later date. At the time of writing she is menstruat- 
ing regularly. (b) The extraordinary thickness of the 
hymenal membrane. It consisted of a vaginal mucosal lining 
on the inside and modified vulval skin on the outside, with 
connective and muscle tissue, intermingled, lying in between. 
(c) The large size of the external urethral meatus. This 
was remarked upon also by an English sister who was work- 
ing in the theatre. In some reported cases it has been stated 
to be owing to attempts at intercourse through the urethra, 
the mucous membrane of which had been injured. 


Case 2. PINHOLE HYMEN 


A Pakistani girl aged 18 was admitted to hospital com- 
plaining that she had no vagina and she wanted to get 
married. She stated that she had menstruated regularly and 
painlessly for the past four years, the periods lasting about 
four days each month. There were no urinary symptoms. 

On examination she appeared to be a very healthy young 
girl. Secondary sex characters were well developed. Only the 
external urethral meatus could be seen and no other aperture 
was visible on gross examination. The uterus and the right 
ovary were palpable on rectal examination. It was decided 
to examine her under an anaesthetic (intravenous thio- 
pentone). On stretching the hymenal membrane with the 
fingers I found a small pinhole aperture placed rather 
anteriorly. The hymen was rigid and resistant. The orifice 
was dilated with probes and then slit open antero-posteriorly. 
The vaginal mucous membrane was stitched to the skin in a 
transverse fashion in order to enlarge the vaginal orifice. 
She was discharged a fortnight later. 


G. S. Janpa, M.D., M.Ch.Orth., F.R.C.S.Ed., F.A.CS., 


Kumudini Hospital, Mirzapur, E. Pakistan. 


Report on Use of ‘ Dionosil” in Bronchograms 
in Children 
This short report is based on experience obtained with 
“ dionosil” in bronchograms in the Department of Child 
Health, Welsh National School of Medicine, Cardiff. The 
preparation was used in 15 cases. 

According to the manufacturers’ pamphlet dionosil is the 
n-propyl ester of 3:5-diiodo-4-pyridone-N-acetic acid sus- 
pended in water with the aid of sodium carboxymethyl- 
cellulose. In 20 ml. of dionosil there is about 6 g. of 
iodine, but there is no liberation of free iodine or inorganic 
iodide. Chemically it is closely akin to diodone, but is more 
slowly absorbed, so that in radiographs shadows remain well 
defined for at least 30 minutes. The ester is slowly hydro- 
lysed, absorbed from the lungs, and then excreted via the 
kidneys. 


ADVANTAGES OF DioNnosiL Over IopizED PopPpy-SEED OIL 
(B.P.) 


Dionosil has two main advantages. First, it is fairly 
rapidly absorbed from the lungs and has almost completely 
disappeared from the lung fields within 48 hours. Iodized 
poppy-seed oil, on the other hand, is often still present in 
considerable quantity at the end of a month, and may give 
the radiographic appearance of miliary mottling for as long 
as six months. This is of particular importance in children 
with suspected bronchiectasis associated with primary tuber- 
culosis, as, if a bronchogram is performed with poppy-seed 
oil, and miliary tuberculosis should happen to occur at a 
later date, the x-ray appearance may be confused by the oil 
remaining in the lung and the diagnosis be delayed. 


The second advantage is that with dionosil there is almost 
no alveolar filling. This means that the element of urgency 
in performing the bronchogram is removed. Whereas, when 
using poppy-seed oil, the films had to be taken within 
seconds of the oil being injected owing to the rapidity with 
which alveolar filling occurred, it is possible with dionosil 
to fill the lungs more slowly and to take the films more 
deliberately. Indeed, if there is any doubt whether adequate 
filling has been obtained, the child can be screened before 
the film is exposed’ and more dionosil injected if required. 
This is of particular value on the right side, as the right 
middle lobe is best demonstrated by a right lateral film, 
and after opaque medium has been introduced into the left 
side this view is obscured. A dosage of 8 ml. per lung 
has been found adequate for children up to about 11 years. 
Older children require more. 


DISADVANTAGES OF DIONOSIL 


Being suspended in a watery base, dionosil irritates the 
trachea and bronchi to a greater extent than poppy-seed oil. 
Coughing, therefore, occurs more readily. It is interesting 
to note that, if the child does cough, the dionosil is not 
sprayed out into the alveoli as the oil would be, 
but may be coughed up into the throat and swallowed, 
with the result that subsequent films are sometimes spoiled 
by superimposition of the opaque medium in the oesophagus. 
The ease with which coughing is provoked means that skilful 
anaesthesia is required. A combination of basal narcotic 
(rectal paraldehyde), local analgesic (cocaine), and general 
anaesthetic (gas, oxygen, and trilene) is used in this depart- 
ment. The dionosil is given by a catheter introduced under 
direct vision into the trachea. Gallamine triethiodide has 
been used in some cases, but an endotracheal tube has then 
to be passed to control breathing, and this, with the tube 
for the opaque medium, may be too large for the trachea 
of a small child. 

Another disadvantage of dionosil is that the suspension 
readily separates out. For this reason the bottle must be 
vigorously shaken before use and the syringe filled only at 
the last minute. After the injection has been made the 
syringe must be immediately disconnected, washed through, 
and not used again. A dry oiled syringe should be used. 
If there is any delay in dismantling it, the barrel will prob- 
ably stick and the syringe is thereafter useless. 

Bronchograms taken with dionosil do not show quite the 
same depth of contrast as those taken with poppy-seed oil, 
but allowance can be made for this in exposing the film. 


SUMMARY AND CONCLUSIONS 


The advantages of dionosil are: (a) The speed with which 
it is absorbed from the lungs. (b) Alveolar spread is slight. 
There is therefore no hurry to take the films, and the child 
can be screened to ensure perfect filling of all bronchi. 

The disadvantages are : (a) Coughing may be troublesome 
unless anaesthesia is good. (b) Dionosil can easily gum up 
the syringe. A minimum of four 10-ml. syringes should be 
provided for each bronchogram—one for each lung and 
two extra in case further filling is required. 

Dionosil has advantages over poppy-seed oil for broncho- 
grams in children? It should always be used if the child 
has primary pulmonary tuberculosis. 

Finally, it must be emphasized that, whatever opaque 
medium is used, bronchograms in children should be per- 
formed only by a practised team, otherwise complete filling 
of all lobes will not be obtained. Without a pérfect 
bronchogram the thoracic surgeon is not in a position to 
advise whether surgery would be of value. 


My thanks are due to the radiologist at Llandough Hospital, 
Dr. G. Hinde, and his staff, especially Miss Grange, for help in 
performing the bronchograms; to Dr. Barbara Roberts, who has 
given all the anaesthetics so skilfully; to Professor A. G. Watkins 
for helpful criticism; and to Messrs. Glaxo for the supply of 
dionosil. 


JoHN RENDLE-SHORT, M.B., M.R.C.P., D.C.H., 


Senior Registrar to the Department of Child Health, 
Welsh National School of Medicine. 
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MACHINE AND BRAIN 


W. Ross Ashby, M.A., M.D. 


Design {or a Brain. 
£1 16s.) London: Chapman 


(Cantab.), D.P.M. (Pp. 
and Hall. 1952. 


One of the methods by which we try to understand bio- 


logical processes is that of seeking a model or artifact which. 


imitates the process we are studying. In the past almost 
every known mechanism—clocks, pulleys, levers, pumps— 
has been fruitfully used in physiology to this end. Recent 
developments in mathematics and in electrical engineering, 
based on the principle of “feed back” (which created 
guided missiles, automatic aeroplane pilots, and giant com- 
puting machines), have given a fresh impetus to the inter- 
pretation of the activities of mind in terms of machines— 
and, it must be added, the activity of machines in terms 
hitherto reserved for minds, such as memory, purpose, and 
intelligence. 

Dr. Ashby’s book is a remarkable contribution to this 
field. Its major extravagance is its title Design for a Brain, 
for the thesis it presents is ‘much narrower. It is indeed 
confined to the answer to the questions : Can a machine 
learn from past experience ? Having erred, can it so adjust 
itself that its next effort is likely to be more successful than 
its last ? 

To these questions Ashby’s machine, the homeostat, sup- 
plies an affirmative answer. He describes in detail the data 
of its construction and discusses, first in non-mathematical 
language and then in appendices with the full panoply of 
advanced mathematical symbolism, the concepts and princi- 
ples which lead him to suggest that these may “account 
fully for the development of adaptive behaviour even when 
the adaptation is as complex as that of man.” The crucial 
criticism of all the ingenious artifacts which mimic vital 
behaviour lies in the validity of the analogy. Although 
Ashby has shown that his homeostat acts like the living 
organism in that it can adapt itself to its environment, learn 
from experience, and even repair itself when damaged, what 
evidence is there that the organism acts like, or has a similar 
structure to, the artifact? Ashby concedes that such 
evidence is almost entirely lacking, but says that it has never 
been searched for systematically. He candidly admits, how- 
ever, that the behaviour of the homeostat differs markedly 
from that of brain. Among the differences are, first, the 
absence of gradation of success in the homeostat ; it either 
fails or it succeeds—unlike living organisms, in which 
adaptation becomes “better and better every day.” 
Secondly, the homeostat cannot conserve its learning ; the 
readjustments necessary for a second adaptation destroy 
those which brought about the first ; except in very primi- 
tive organisms learning does not destroy what was earlier 
learnt. And, thirdly, if the time factor in adaptation in the 
homeostat is analysed, it will be found that, “if we were 
like homeostats waiting till one field gave us, at a stroke, 
all our adult adaptation, we would wait for ever.” Yet, 
on theoretical grounds, Ashby postulates that by increasing 
the number of fields and using repeated partial systems, 
the objection to the time factor is not insurmountable. But 
conceptual possibilities do not always emerge as physical 
realities ! 

Ashby’s work and that of others interested in the field 
of cybernetics raise issues which are relevant to at least 
two currently important problems : first, the relationship 
between the concept of mind and the percept of brain ; and, 
secondly, the nature of neurophysiological mechanisms and 
its therapeutic implications. The latter tends to be 
approached by all with commendable objectivity; the 
former still gives rise to intemperate comment. The 
mechanists in an orgy of unrestrained extrapolation tend to 
exaggerate the implications of machine behaviour, and to 
press too far on present evidence its analogy with brain. 
The vitalists seek to mask these achievements by a cloud 


of fervent and emotionally toned appeals to faith and 
mysticism. But the scientist will acknowledge Ashby’s work 
as a significant though difficult contribution to the analysis 
of the problem it tackles—namely, adaptive behaviour in 
machines—even if he is not prepared to accept on the 
evidence Ashby adduces all the suggested inferences. 


HENRY COHEN. 


CLINICAL EXAMINATION 


The Essentials for Medical Diagnosis. By the Rt. Hon. Lord 
Horder, G.C.V.O., M.D., F.R.C.P., and A. E. Gow, M.D., 
F.R.C.P. Second edition, revised with the assistance of 
Ronald Bodley Scott, D.M., F.R.C.P. (Pp. 462; 6 colour 
and 17 black-and-white plates, 22 figures in text. £1 2s. 6d.) 
London: Cassell and Company. 1952. 
Methods of clinical examination tend to have a local flavour. 
That must be the reason why Messrs. Cassell, who already 
publish Hutchison and Hunter’s Clinical Methods, have 
now, after an interval of 25 years, issued a second edition 
of this very similar book from St. Batholomew’s Hospital. 
In writing the book in the first place, and in revising it for 
a second edition, Horder, Gow, and Bodley Scott re- 
acted against the modern tendency to parcel out the patient 
to a number of ancillary investigations, biochemical, radig- 
logical, and the like, and tried to secure that the student 
should approach clinical problems by the application of his 
trained senses. Normal anatomy and physiology are empha- 
sized, and the book is essentially a textbook of physical 
diagnosis, attention being concentrated on physical symp- 
toms such as cough, dyspnoea, and vomiting, and on objec- 
tive findings. There are some excellent x-ray photographs, 
but the section on the E.C.G. is too brief to be instructive. 

The charm of the book lies in the numerous aphorisms 
with which it is studded, for they are of a kind likely to 
stick in the student’s head. That is not to say that one 
agrees with all of them. One could certainly produce 
examples to disprove the statement that an enlarged spleen 
does not cause eversion of the lower ribs. Indeed, in a 
book of this kind it might be well to warn the student of 
the wide range of error of physical signs and laboratory 
data which has been revealed by C. M. Fletcher and other 
workers in this country and the U.S.A. In fact, one of the 
jobs for this generation of clinical teachers is to work 
through the classical physical signs and divide them into the 
reliable and the unreliable. 

The book is well produced at a most reasonable price. It 
is handy in size and has a useful appendix of tables of 
normal data, such as the circumference of the head at 
different ages and the commoner biochemical findings. 
Bart’s students and others will be well catered for now for 
some years to come. 

L.. J. Wirts. 


THE UNIVERSAL SEROLOGICAL REACTION 


Serology with Lipid Antigen: With Special Reference to 

Kahn and Universal Reactions. By Reuben L. Kahn, M.S., 

| ang Cp. 328. £2 6s. 6d.) London: Baillitre, Tindall and 
‘Ox. , 


An Introduction to Universal Serologic Reaction in Health 

and Disease. By Reuben L. Kahn, D.Sc. (Pp. 155. 

£1 2s. 6d.) London: Geoffrey Cumberlege. 1951. 
There must be few workers who have spent so much time 
and energy on the investigation of one test as Dr. Kahn. 
When such a test has a world-wide reputation, and has 
proved its worth over a period of more than 25 years, it 
is surprising that Dr. Kahn’s investigations concerning the 
“universal serologic reaction” as revealed by the applica- 
tion of the Kahn test have not received more attention. 
This interesting work, the results of which may explain the 
occurrence of some of the troublesome non-specific reactions 
obtained with serum tests for syphilis, has not been investi- 
gated with sufficient zeal by serologists in general. Perhaps 
this is due in part to Dr. Kahn’s method of presenting the 
results of his researches. Thus his book entitled Serology 
with Lipid Antigen is a hotchpotch of the universal sero- 
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logical reaction (Part I), the serology of syphilis with Kahn 
procedures, including the use of cardiolipin antigens (Part 
ID, the technique of Kahn procedure (Part IID), and the 
“Practical Aspects of the Kahn Universal Reaction” 
(Part IV). 

Part I is interesting and contains sufficient evidence to 
warrant the investigation of the universal serological reac- 
tion by other serologists. Part II is disappointing, as for ex- 
ample when the author fails to indicate whether it is an 
advantage to use cardiolipin or the original Kahn antigen in 
the test. Part III gives much that has already been pub- 
lished, and it might well have been omitted. Part IV is 
mainly a recapitulation of, though adding a little to, the 
information contained in Part I. 

Clinicians and serologists might benefit from reading Parts 
I and IV of this book, but are recommended to study Kahn’s 
next book entitled An Introduction to the Universal Sero- 
logic Reaction in Health and Disease. This is written in a 
much happier vein and consists of some 155 pages of 
subject-matter profusely illustrated with graphs. He dis- 
cusses the universal serological technique with lipid antigen, 
and serological reactivity in normal human beings, in 
different animals, in syphilis, yaws, leprosy, malaria, and 
tuberculosis. Curiously enough no mention is made of the 
reaction in pregnancy, virus diseases, and people immunized 
against enteric fevers or smallpox. Because these conditions 
are the most frequent causes of non-specific reactions with 
serum tests for syphilis in Britain the omission may cause 
some comment, but no doubt Dr. Kahn or some other 
worker will remedy this defect in due course. The last two 
chapters (11 and 12) deal with technical studies on, and the 
nature and significance of, the universal serological reaction. 

This book should ‘be read by clinicians as well as sero- 
logists, who will find much food for thought, the digestion 
of which will help them in the interpretation of some of 
the results of serum tests for syphilis obtained with 


“ problem ” sera. I. N. O. Price. 


CONTRAST PSYCHOLOGY 


Contrast Psychology: A Concept of the Movements of the 
Human Spirit. By Murdo Mackenzie, . M.R.CP. 
(Pp. 304. £1 1s.) London: George Allen and Unwin. 1952. 

There must now be almost as many systems of psychological 
explanation as there are shades of religious belief, and with 
those which are to be taken seriously there is no alternative 
to learning the terminology and basic tenets of each and 
applying these sympathetically to a variety of known situa- 
tions. Only then is it possible to hold an opinion on its 
validity. Contrast psychology is worth this effort because 
its originator has tried to subject his experiences as a psycho- 
therapist to a philosophical scrutiny. From this process he 
has derived certain basic principles, and in this book he 
applies them to problems of the behaviour of communities, 
both historical and contemporary. Briefly, he discounts the 
possibility of a psychological universal and interprets the 
activities of mind in terms of dissimilarity and polarities. 
His schema is a tetrad : immediacy in the individual outlook 
as opposed to deliberation, and amplification in the outlook 
of the community in contrast to simplification. The uneasy 
personality created by an anxious mind can reveal itself in 
four ways only : by assertion, depression, hysteria, and the 
obsessional ritual. 

Armed with this schema. contrast psychology proceeds to 
explain the attitudes of civilizations and the groups within 
them in its own terms. The theme is traced from Pericles 
through Karl Marx to Franklin D. Roosevelt, whose person- 
alities represent deliberation, and from Lysander to 
Churchill, both of whom the author regards as immediates— 
thinking solely in terms of the here and now. Freud and 
Adler, Communism and Fascism, are polar opposites with 
minimal emphasis on similarities. The hormic view, with 
Spirit as the driving force, is taken for granted, together 
with the Freudian theory of intrapsychic conflict. The solu- 
tion to community problems lies in psychological awareness 


and recognition of the significance of contrast. Whether 
this must necessarily be in terms of contrast psychology is 
not made clear. 

Dr. Mackenzie is not lacking in confidence in his system 
and its applicability to the problems of civilization in its 
widest sense, and there is no middle to his road. Deeply 
influenced by Hegel and A. N. Whitehead, and assuming 
what he calls “modern psychological concepts,” he has 
leaped to some interesting conclusions. Whether he has 
over-simplified or over-amplified his basic system or not, his 
asides are readable and his logic challenging to anyone who 
‘will give the time to learn the terminology of one more 
system of explanation of the behaviour of mankind having 
its origins in the autisms of the psychotherapist’s consulting- 


room. 
ALEXANDER KENNEDY. 


THE KNEE 


The Knee and Related Structures: oy Deformities, 
Diseases, -~ Cones: oy. Professor Philip Le 3 
F.A.C5S., 333 figures and 2 T ciewned 
plates. 6) ‘Tene Henry Kimpton. 1952. 


The author states in the preface that “I am determined to 
present the matter as it has never before been presented.” 


Certainly no such complete summarization of the views of: 


all possible lesions related to the knee-joint has been pro- 
duced before, though one feels that his determination to 
include everything has occasionally got the better of his 
judgment. It is perhaps a misfortune that Dr. Lewin has 
been the orthopaedic editor of the International Abstracts 
of Surgery for 35 years. His encyclopaedic knowledge of 
the works of others has studded the, volume with names 
known and unknown. Pages read like an abstract of 
abstracts. As a result, the quick decision of the practical 
surgeon is hidden in a mass of facts and often difficult to 
find ; nor is it always entirely satisfactory. The discussion 
on total removal of a meniscus versus partial removal is 
summarized by this final sentence : “Improve your tech- 
nique to the point where complete removal can be accom- 
plished without undue prolongation of the operation or 
added trauma during the procedure.” This to most readers 
will seem to be begging the question. Where the subject 
is obscure or largely academic—for example, intermittent 
hydrarthrosis—the summary of viewpoints given is excellent. 

As neither the initials nor dates are given with names 
referred to in the text (for example, King), a search of the 
bibliography at the back will give a choice of Don King, 
Byron King, and E. S. J. King as the possible author. Nor 
are all the names referred to in the text—for example, 
Pulvertaft—included in the bibliography. 

In order to vary the format of his pages, certain lists are 
enclosed in frames. This naturally emphasizes them, and, 
if this is intended for the uninformed, equal weight is given 
to each statement and the student may therefore be misled. 
If it is intended for the knowledgeable, many of the state- 
ments included seem unworthy of their place—for example, 
“ Treat the periosteum as gently as you would the eye-ball.” 
The “ Ten Commandments,” “Ten Simple Analogies,” and 
“Wise Words ” offer little pungency. Hiding in the appen- 
dix are those orthopaedic dodoes, rupture of the plantaris 
muscle and rupture of the plantaris tendon. 

Although fhe book on the whole is well illustrated, it is 
remarkable that no illustrations of arthrography of the knee- 
joint are included. While the techriical varieties of arthro- 
graphy are well described, and there is some discussion of 
their theoretical helpfulness, no practical guide to their use 
is given, and it can only be concluded that the author has 
not handled the method himself. Its value may be limited 
but ought not to be as completely underestimated as it 
appears to be here. 

The author’s volume in similar format on The Foot and 
Ankle has now run into its third edition, and I have no 
doubt that this volume will do the same, but it is a 
volume primarily for reference and not for easy reading. 


J. G. BOnnNIN. 
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SIX GUINEAS’ WORTH 


A letter in this week’s Supplement draws attention to 
two prevailing misconceptions. The first is that six 
guineas a year is a large subscription for belonging to 
the B.M.A:, and the second is that the increase this 
year is, in our correspondent’s words, due to “ the 
increased expenditure now necessary to produce the 
British Medical Journal.” The annual subscription 
to the B.M.A. must be among the smallest of sub- 
scriptions paid by doctors anywhere in the world for 
belonging to a voluntary national medical association. 
Corresponding rates are, for example, much higher 
in the Scandinavian countries and in the U.S.A. The 
“ ordinary ” subscription of six guineas is in fact paid 
by little more than one-third of the 68,000 members 
of the Association, in view of the many concessions 
made to various groups and of the fact that overseas 
members pay only two guineas a year. But some 
members forget how greatly the B.M.A.’s obligations 
and responsibilities have increased since 1939, when 
membership was little over half what it is now. There 
is, for example, the valuable work now done by the 
Medical Practices Advisory Bureau, and by the 
Empire Medical Advisory Bureau, neither of which 
was in existence in 1939: these are services to mem- 
bers and have to be paid for. The N.H.S., it should 
hardly be necessary to point out, has put an enormous 
burden of work on those in the Association who have 
to negotiate constantly and continuously on behalf of 
various groups of doctors. The Treasurer, it may 
be recalled, informed the Representative Body at 
Dublin’ that in 1951 expenditure in connexion with 
central meetings had increased by over £4,000 above 
the previous year’s level to a total of £22,400. He 
reminded them, too, that the cost of, maintaining 
B.M.A. premises in 1951 had risen by over £4,500. 
The implications of‘ all this, surely, should be self- 
evident. The B.M.A.’s experience reflects that of 
every householder in the country, and every institu- 
tion. Costs have risen by 100% in this item and by 
more in that. It is surprising, not that the “ ordin- 
ary” subscription has risen to six guineas, but that 
it has not risen sooner than this. 





1 British Medical Journal-Supplement, July 12, 1952, p. 25. 
2 Ibid., p. 21. 


The cost of producing the B.M.J. has increased 
two- or three-fold since 1939, but increased revenue 
from sales to non-members and from advertisements 
has, coupled with prudent management, kept its 
financial position fairly stable. Even in 1951, when 
the price of paper soared to previously unknown 
heights, the B.M.J. cost each member only just on 9s. 
for the whole year, or £30,000 out of the total mem- 
bership subscription of £196,000 ; in 1938 the cost of 
the Journal to each member was 10s. As the Chair- 
man of the Journal Committee, Dr. O. C. Carter, 
further explained to the Representative Body at 
Dublin last year,” surpluses earned by the B.M.J. in 
the previous nine years had been used for the general 
purposes of the Association: it was these surpluses 
that made it possible for the Association to delay rais- 
ing the subscription. Dr. Carter also pointed out that 
the publication of quarterly journals on various 
medical specialties enabled the Association to fulfil 
its principal object—“ to promote the medical and 
allied sciences.” These publications not only do this ; 
they are a service to members and to British medicine. 
But they, too, cost money to produce. The publishing 
crisis of two years ago subjected the publishing activi- 
ties of the Association to a severe strain, which is 
being successfully borne. Members should realize, 
and most doubtless do, that the increase in the sub- 
scription is not the result of a costly B.M.J. The 
present subscription is a realistic assessment of the 
cost of the whole range of the Association’s activities 
on behalf of its members, and, if it may be stated in 
these columns, it seems a small price to pay when so 
much is received in return. 








TOXICITY OF CHLORAMPHENICOL 


During last summer a sudden spate of papers 
appeared in the Journal of the American Medical 
Association describing aplastic anaemia, often fatal, 
in patients who had been given chloramphenicol.’ 
The same condition was described in two reports? * 
in this Journal. Since then the medical profession in 
both countries and indeed throughout the world may 


‘well have been uncertain how to regard this drug and 


what indications to recognize for its use. Opinions 
have varied widely ; some workers have looked on 
these findings as rare pathological curiosities ; others 
have condemned chloramphenicol for any purpose 
except the treatment of typhoid fever, the single 
serious disease for which no equally effective alterna- 
tive form of chemotherapy has been available. It 
was evidently necessary that extensive inquiry should 
be made into the frequency of this complication, 
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which had been recognized only by a few astute 
observers or by physicians who happened to have 
given exceptionally long courses of the drug. Such 
an inquiry has been undertaken in the U.S.A., and its 
results have now been published as a report* from 
the Food and Drug Administration in Washington. 
This is an interesting but inconclusive document, and 
its recommendations are little more than such plati- 
tudes as might have been voiced about the proper use 
of any antibiotic suspected of causing some toxic 
effect. 

The scope of the “ nation-wide survey” on which 
the report is based is not clear, but it was carried 
out “ mainly, but not entirely, in cities of more than 
100,000 population.” Inquiries addressed to an un- 
stated number of hospitals for information about 
cases of aplastic anaemia, granulocytopenia, and 
related blood disorders occurring since 1949 pro- 
duced information about 539 such cases. In only 
55 of these, of which 44 had aplastic anaemia (fatal 
in 23), was chloramphenicol the only drug used. A 
second group of 143 patients, mostly with aplastic 
anaemia, had received other drugs in addition to 
chloramphenicol. Out of this group 83 patients 
died. The other drugs included antibiotics, sulphon- 
amides, arsenicals, analgesics, anticonvulsants, 
barbiturates, and antipyretics. It is perhaps not 
surprising that this group was considerably larger 
than the first, since in any severe illness more than 
one drug is usually prescribed. No details about 
these other forms of therapy are given, and some 
would have been helpful. For example, sulphon- 
amides and at least one analgesic, amidopyrine, have 
been known to damage the bone marrow, and it 
would have been useful to know how many of these 
patients were given any other drug known to be 
capable of causing such damage and how many had 
adjuvant treatment which, so far as is known, is 
blameless in this direction. The third and largest 
group of patients—341 in all, of whom 157 had 
aplastic anaemia, 80 granulocytopenia, and the re- 
mainder various other blood disorders—had received 
no chloramphenicol: 133 had had various drugs or 
been exposed to x rays, and in 208 the condition was 
termed “idiopathic.” It is interesting that inquiry 
should bring to light so many cases of blood disorders 
of obscure aetiology. The possible significance 
of this part of the report depends much on how 
searching were the inquiries into these patients’ drug- 
taking histories. Many had granulocytopenia, and it 
is not to be forgotten that 25 years ago people were 
dying with agranulocytic angina in this country for 

vd. Amer. med. Ass., 1952, 149, 912, 914, 918, 1293, and 130 

2 Hawkins, L. A., and oe, i British Medical Journal, 1952, 2, 423. 


3 Wolman, B., ttid 1952, 2, 42 
4 Lewis, C. N., et al., Antibiot. Ey 1952, 2, 601. 





some time before it was recognized that the cause 
was amidopyrine in a widely advertised patent medi- 
cine described as a “ tonic.” 

Age distribution, which was wide, did not differ 
significantly in the three groups of patients, but 
analysis by sex reveals the unaccountable fact that in 
the group with blood disorders due only to chloram- 
phenicol females were affected three times as often 
as males. Analysis of dosage systems is singularly 
unhelpful in indicating a safe system of administra- 
tion. Of all patients in whom chloramphenicol could 
be incriminated, 73 were given a single course, 53 two 
courses, and 28 had intermittent and 61 prolonged 
therapy ; but nothing is said about how often these 
different systems were used. If, for instance, in the 
practice of the hospitals studied “single” courses 
were ten times as common as “ prolonged,” it would 
have been evident that a prolonged course involved a 
greater risk. No analysis of total dosages is given, 
but it appears from earlier reports that very small 
amounts of the drug may suffice to affect the marrow. 

The conclusions reached by the authors of the 
report are that a warning of this possible complica- 
tion should appear on packages of the drug ; that it 
should not be used indiscriminately or for minor 
infections ; that prolonged administration should be 
controlled by blood counts ; and. that further study of 
marrow damage caused by this and other drugs 
should be pursued. The report leaves the impres- 
sion that something remains to be discovered. It 
is still not clear why it should apparently be 
possible on the one hand to point to thousands 
of cases treated with chloramphenicol with no ill 
effects, whereas in the practice of other physicians 
or institutions substantial numbers of disasters have 
occurred. The true incidence of this complication 
has yet to be determined, and on it a final assess- 
ment of the place of chloramphenicol in therapeutics 
must depend. 








BREAD 


It is now more than ten years since the Government 
of the day ordered that the extraction rate of flour 
should be increased from the prevailing 70% up to 
85%. This step was mainly taken to save shipping 
space, but the new, somewhat coarser kind of flour 
had long been advocated by most dietetic experts. 
Thus, it was much richer than the old fine white flour 
in most vitamins of the B complex and was also 
superior in iron. Typical values of 0.35 iu. per 
gramme for vitamin B, and 0.85 yg. for riboflavin in 
the old flour were raised to 1.15 iu. and 2.0 ug. in 
the new variety. Although there was some appre- 
hension that the much higher concentration of phytic 
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acid in the new flour might depress the absorption 
of calcium and so cause rickets, this danger was 
averted by fortifying the flour with chalk. Throughout 
the intervening years there have been many minor 
variations in the extraction rate, which has sometimes 
reached 90%, but the general procedure in flour mill- 
ing has not been changed. The national “ off-white ” 
flour seems indeed to have stood the test of time 
without any serious criticism of its nutritional quali- 
ties—apart from the vexed question of the use of 
“agene ” and other so-called improvers. Many have 
regarded it as one of the mainstays of the official 
food policy which has seen us through difficult 
times. 


For every virtue it is usually possible to find a 
corresponding vice. Wheat offals make an impor- 
tant contribution to the feeding of pigs and poultry, 
and the adoption of a more nutritious loaf has been 
at least one of the causes of our reduced home pro- 
duction of bacon and eggs. The millers also argue 
that the average Briton. prefers white flour when he 
can get it, and that its use allows the production of 
more attractive cakes and pastries. By fortifying 
white flour with synthetic vitamins the manufacturers 
should have no difficulty in endowing it with the 
nutritive virtues which are at present the chief argu- 
ment in favour of a coarser flour, and it would then 
seem quite reasonable to leave the public to make 
their own choice between faithfulness to the old “ off- 
white ” bread and the attraction of a new vitaminized 
white loaf, offered with the additional inducement of 
better supplies of bacon and eggs. 


A White Paper’ on the decontrol of cereals and 
feeding-stuffs shows that the choice will soon be 
offered to the public. After consultations with 
farmers and with representatives of many trades the 
Government has decided: that the present feeding- 
stuffs rationing scheme is unsatisfactory. By re- 
moving the present controls on the prices and sup- 
plies of all cereals and feeding-stuffs, and by return- 
ing imports to private trade, the Government expects 
to make economies and to increase efficiency. The 
existing subsidy on flour is to cease, and millers will 
be allowed to produce any flour they choose, provided 
it is fortified with the nutrients which are known to 
be lost in the processes of refining. But a national 
flour of 80% extraction will continue to be made, and 
the subsidy on bread made from this flour will be 
continued and modified to take account of the dis- 
appearance of the flour subsidy. The national bread, 
moreover, will still be controlled in price. Bread 
made from the new white flour will be neither subsi- 
dized nor subjected to price control. 





1 Cmd. 8745, H.M.S.O., London. 


These changes will come into force at the end of 
the next harvest. In the meantime we may speculate, 
perhaps with a little anxiety, on how the farmers, 
the millers, and the general public will react to the 
new conditions. Dietitians may worry whether the 
vitamins which are to be added to the new flour will 
give complete compensation for the losses incurred 
during refining. Is vitamin E to be added? Can 
we overlook the danger that coarse flour may con- 
tain important dietary factors which have not yet 
been recognized ? Doubts about the answers to 
these questions will make many dietitians hope 
that white flour will be used only for the special pur- 
poses for which it is suited, and that it will not dis- 
place the present coarser flour as our main material 
for making bread. 








KINDNESS TO PATIENTS 


Earlier this week the Minister of Health sent out to 
hospital management committees and boards of 
governors a report of the Central Health Services 
Council entitled “The Reception and Welfare of In- 
Patients in Hospitals.” This document owes much to- 
a similar report of the Scottish Health Services Council 
published in 1951. Among the more important recom- 
mendations are the following: 

Meal times should be spaced so that patients have no 
long fasts; a serious effort should be made in all 
hospitals to reduce noise to the absolute minimum ; 
ear-phones or pillow-phones should replace loud- 
speakers in wards; patients should not be wakened 
earlier than 6 a.m. and later if possible; in all their 
dealings with patients and their relatives, members of the 
staff should find time to show consideration and under- 
standing of their point of view. 


If there are many hospitals which need to be given 
these elementary instructions it is surprising that the 
reputation of the hospital service stands as high as it 
does with the public. Perhaps the dangerous notion 
that the Health Service is free has something to do 
with it. Most patients have a deep sense of gratitude 
to doctors and nurses and would feel it was hardly 
sporting to complain about anything except life-and- 
death matters; especially when their hospital treat- 
ment apparently costs them nothing. Perhaps the 
putting on of a hotel charge would make patients 
more effectively critical: so long as they suffer in 
silence their recovery will continue to be hindered in 
the sort of hospitals, mentioned in the report, where 
sheets must be tucked in tightly over their feet, where 
the tea is sugared whether they like it or not, and 
where the wards are cleaned and painted with the 
patients still in occupation. 
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The great majority of hospitals must obviously be 
well aware of their responsibilities to patients and 
anxious to make them as happy as possible. Those in 
charge of these hospitals can skip the depressing parts 
of this report and turn to the constructive suggestions. 
Lack of information probably causes patients and 
their relatives more worry than anything else, but, as 
the report shows, only a little extra thought and effort 
are required to banish the bewilderment and appre- 
hensiveness of the ordinary patient. In our corre- 
spondence columns this week Dr. G. Roworth 
describes how a simple printed sheet of information 
has changed the atmosphere of his ward greatly for 
the better. 


The interval between entering the hospital doors 
and getting safely into bed in the ward is an anxious 
time for most patients. Some may have to find their 
own way along confusing and ill-lighted corridors, 
others are trundled about like sacks of potatoes on 
noisy trolleys which look as though they had seen 
their best days at Paddington. The Central Health 
Services Council, attaching “ great importance to the 
personality and suitability of the person who first 
receives the patient,” makes the excellent suggestion 
that hospitals should employ receptionists as hotels 
do. The sooner some hospitals try this idea out the 
better. The best nursing-homes and private hospi- 
tals long ago adopted to good effect some of the 
principles of hotel management. The majority of 
ill people attach very great importance to their 
meals, but it is doubtful whether the time will 
ever come when the hospital chef accompanies the 
matron on a morning round and presents an a la 
carte menu to each patient. Such was the admirable 
practice in one well-known nursing-home some years 
ago. 

The report also has some useful things to say about 
the handling of relatives and about visiting. Itappears 
that in hospitals where daily visiting has been intro- 
duced the initial doubts of the ward staff have changed 
to wholehearted support. Not long ago Mr. David 
Patey, speaking at the annual dinner of the Middlesex 
Hospital Medical School, mentioned that a special 
room had been set aside for the relatives of ‘patients 
who were seriously ill. This is only one of the many 
ways in which the anxieties of relatives can be eased. 
Mr. Patey also raised, with some delicacy, a matter 
which concerns only the teaching hospitals. He sug- 
gested that more consideration might be given to the 
dignity of the patient as a human being. The report 
of the Central Health Services Council puts it even 
more plainly: “ The welfare of the patient must never 
be subordinated to the needs of teaching.” 


PROCAINE AMIDE 


Procaine amide has been used during the last few years 
in the treatment of arrhythmias and other irregularities 
of the heart. It is a substance with properties similar 
to those of quinidine and procaine, and these are also 
similar to one another. Quinidine is ordinarily thought 
of as a drug for treating auricular fibrillation and pro- 
caine as a local analgesic. But quinidine differs very 
little in action from quinine, and solutions of quinine- 
urea were used, and perhaps still are used, to produce 
local analgesia. Again, procaine is known to prevent 
the ventricular fibrillation caused by adrenaline in dogs 
anaesthetized with chloroform. Procaine amide is a 
slightly different chemical substance with properties of 
this kind. The Council on Pharmacy and Chemistry’ 
of the American Medical Association, whose reports are 
usually conservative and trustworthy, points out that it 
depresses the irritability of ventricular muscle, having a 
more prolonged action than procaine and one-half to 
one-third the toxicity. It can be taken by mouth, and 
it is useful for the treatment of ventricular arrhythmias 
and extra systoles occurring in heart disease or during 
general anaesthesia. When given intravenously it causes 
a fall of blood pressure. 

On another page Drs. A. A. Mason and J. F. Pelmore 
describe a new use of procaine amide in conjunction 
with hexamethonium to lower the blood pressure in 
maxillo-facial and other operations, and so to allow the 
surgeon an unobscured field. The depressor effect of 
hexamethonium is often counteracted, especially in 
younger patients, by a reflex increase in heart rate, and 
the authors find that when procaine amide is given in 
conjunction with hexamethonium a satisfactorily low 
blood pressure is obtained in a much larger proportion 
of patients than when hexamethonium is used alone. 
However, they say that “the anaesthetist.must use 
supreme caution and vigilance when using them 
together.” In the two cases they describe in detail, 
when procaine amide was given after hexamethonium, 
the effect they obtained was a slowing of the pulse rate, 
which might have been due to a direct action on the 
heart or to exclusion of the rise in rate caused by the 
fall of blood pressure. It will be interesting to learn 
whether this procedure is adopted by other anaesthetists. 

On the use of procaine amide for cardiac irregularities 
papers have appeared recently by Shack, Hoffman, and 
Vesell? and by Lucas and Short.* The authors of the 
latter paper found that intravenous administration was 
more effective than oral, and by the intravenous route 
they were successful in arresting ventricular tachycardia 
in four out of five cases, and ventricular extra systoles 
in five out of five. Supraventricular tachycardia and 
extra systoles were controlled in about half the cases, 
while auricular fibrillation was rarely benefited. Toxic 
effects were confined to gastro-intestinal disturbances 


and hypotension. 





lJ. Amer med. Ass., 1950, 144, 1465. 
2 Brit. Heart J., 1952, 14, 465. 

3 Ibid., 1952, 14, 470. 

4 New Engl J. Med., 1952, 247, 673. 
5 Amer. J. med. Sci., 1952, 224, 573. 
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Davis‘ has described the successful treatment of a 
patient with angina pectoris which was brought on by 
exercise and was accompanied by pulsus bigeminus. 
The patient was given 0.25 g. of procaine amide at four- 
hour intervals and remained free from attacks of angina 
during 16 months. Finally, Goldman*® has treated 
hereditary or Huntington’s chorea with procaine amide. 
Its use in this condition was due to the chance observa- 
tion that a patient sitting in a dentist’s chair had little 
or no choreiform activity after receiving an injection of 
procaine for removal of a tooth. The effect of procaine 
amide varied with different patients, though all benefited 
to some extent and a few were almost completely 
relieved from symptoms of chorea. A large dose, 1.0 g. 
four or five times a day, was used, and this amount was 
tolerated only by raising the dose gradually during two 
or three weeks from an initial dose of 0.25 g. The 
immediate use of a large dose caused somnolence and 
feelings of faintness and numbness. Since there has 
been no treatment for this form of chorea hitherto, these 
results sound hopeful. 





A NEW LONG-ACTING INSULIN 


Since the original discovery of insulin in 1921 great 
improvements have been made in its manufacture. The 
ordinary insulin now in use is very pure and has a quick 
action which is over in eight to ten hours. This necessi- 
tates, in most cases, a second dose of insulin to control 
the blood sugar after the evening meal and during the 
night. Many attempts have been made to prolong the 
action of insulin, and the two best-known preparations 
are the protamine and globin insulins, both of which 
are combined with zinc. In many patients the action 
of these insulins is too slow at the onset but may last 
20 to 26 hours, so that the fasting value of the blood 
sugar may be within normal limits. The slow onset of 
the action of protamine zinc insulin may be overcome 
by mixing it with some of the ordinary quick-acting 
insulin. This often gives good results but does entail 
either two injections or measuring the two insulins in 
one syringe. Some patients find difficulty in doing 
this. In November last Hallas-Moller, Petersen, and 
Schlichtkrull' described a new modification of insulin 
which seems to have many advantages. They found 
that the addition of protamine or globin to make the 
insulin insoluble was unnecessary, since this could be 
done by using a neutral acetate buffer with the addition 
of 2 mg. of zinc per 1,000 units. Crystalline insulin 
cannot take up more than 0.8 mg. zinc per 1,000 units, 
but this new insulin in some way is made to take up 
2 mg. Its action seems to depend on the amount of 
amorphous insulin which is present, since this has a 
quick action, on the amount of the crystalline insulin, 
which has a slow action, and on the size of the crystals, 
since large crystals have a long-delayed action. Three 
preparations have now been made by the Novo Labora- 
tories in Copenhagen: the “semi-lente,” “lente,” and 
“ultra-lente.” Elsewhere in this issue Drs. R. D. 





1 Science, 1952, 116, 394. 


Lawrence and Wilfrid Oakley describe the results of 
giving lente insulin to eleven adult patients who all had 
a severe type of diabetes. Some of these patients were 
having two doses of soluble insulin, some one dose of 
protamine zinc insulin or globin insulin, and some a 
mixture of soluble and P.Z. insulin. When the diabetic 
condition was reasonably stable under this treatment 
the blood sugar was estimated four times a day. The 
patients were then changed over to a single daily dose 
of lente insulin (the amount of insulin remaining the 
same), and two days later the blood sugar was estimated 
at the same times as before. The figures differed from 
case to case, but in the individual patients the four 
blood-sugar values after injection of lente insulin were 
roughly similar to those obtained with the other 
insulins. The injections were well tolerated and the 
liability to hypoglycaemia was slight. Lawrence and 
Oakley have thus confirmed the observations of 
Dr. Jersild of the Hvidgre Hospital in Copenhagen. 

As only one injection a day of this new insulin is 
needed it is certainly worthy of further trial ; and if it 
produces more constant results than mixtures of pro- 
tamine zinc insulin and soluble insulin it will be much 
appreciated. A minor drawback is the introduction of 
one and perhaps three more insulins to those already 
available. Doctors who seldom have to treat diabetes, 
and patients new to insulin, are occasionally confused 
by the varieties at present in use. However, if the new 
insulins give a better control of the disease this is a 
difficulty which must be faced and which experience 
will soon eradicate. It is to be hoped that the new lente 
insulin will soon be available for general use. 





THE CATHETER AND PROSTATIC RETENTION 


In days past the need for operation in prostatic disease 
was determined by the onset of retention of urine or 
by the amount of residual urine. To estimate the latter 
a catheter was passed, as it was, too, for the immediate 
treatment of retention. But it has long been recognized 
that repeated catheterization in the presence of residual 
urine leads to infection, and this alone may undo the 
advantages of modern methods of prostatectomy by 
which the bladder can be closed completely and conva- 
lescence made shorter and sweeter. Wilson Hey! went 
so far as to condemn catheterizatign entirely in pro- 
static cases, and the ardour of his advocacy as well as 
the excellence of his results led many surgeons to fol- 
low his practice. While the dangers of sepsis are now 
fully recognized, the problem of retention from pro- 
static obstruction remains, and the conflicting opinions 
on its management have been debated in our corre- 
spondence columns recently—as they were before a 
smaller audience at the meeting of the Association of 
Surgeons in Cardiff last year. 

The problem concerns the general practitioner first, 
and the urological surgeon second. If the best results 
are to be obtained, agreement between them is much 
to be desired. The patient with chronic retention may 
not know that his bladder is distended ; the condition 
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is usually painless, and no good and possibly much 
harm is done by emptying his bladder by catheter. He 
should be sent into hospital as soon as possible. Acute 
retention on the other hand can be a most painful condi- 
tion, and the doctor’s first desire and duty is to relieve 
the pain. The rational treatment is to remove the 
immediate cause of it by emptying the bladder. But 
this is only a small part of the doctor’s duty. If the 
retention is due to prostatic obstruction, hospital treat- 
ment is necessary, and the doctor should see that his 
patient agrees to having it, preferably before the bladder 
is emptied. 

If the doctor is skilled in the use of a catheter 
and can work aseptically, he should pass it and 
empty the bladder. If he has no suitable catheter 
available, or if he is sending the patient to a surgeon 
known to object to its use, he would do better to adopt 
the more tedious process of emptying the bladder by 
suprapubic aspiration. The danger of the catheter lies 
in lack of skill or practice in its use, and urethral trauma 
must be avoided at all costs. The patient in whom 
catheterization has failed is even worse off than the 
one who has been catheterized repeatedly. 

The surgeon’s problem is rather different from the 
family doctor’s. When taking charge of a case of pro- 
static retention he has to decide whether to drain or not, 
and, if so, by what route. Followers of Wilson Hey 
or Wells will doubtless do an “immediate” prostat- 
ectomy with the minimum of investigation and pre- 
operative treatment. This entails, as Fergusson? has 
pointed out, “a full-time urological service backed by 
radiological and pathological facilities throughout the 
24 hours.” It also tends to exclude full medical assess- 
ment and treatment of an elderly man about to undergo 
what is still a major operation. Allanby* has stressed 
the advantages of operating on these patients at leisure 
after an interval when they could be taught breathing 
exercises and generally made as fit as possible. 

If the surgeon decides to drain the bladder, he must 
choose between the urethral catheter and the suprapubic 
tube. The urethral catheter will cause urethritis if used 
repeatedly or left indwelling for more than two days, 
and it is usually impossible at the outset to forecast how 
long drainage will be needed. The formal suprapubic 
cystostomy mars the field for the subsequent prostat- 
ectomy and makes closure of the bladder without leak- 
age more difficult. The small suprapubic catheter* does 
not have this disadvantage. If drainage is deemed neces- 
sary—whether because the patient is in general unfit or 
shows extreme renal deterioration—it can safely be used 
provided the bladder is fully distended. The same con- 
clusion seems to be indicated by the ingenious method 
described by Mr. Lloyd Davies at page 257 of this issue. 
A fine polythene tube is passed into the distended 
bladder through a cannula inserted above the. pubes ; 
the procedure would be safer and even less likely to 
cause extravasation if the track were made oblique. 
The figures quoted by Lloyd Davies for infection after 





1 Brit. J. Surg., 1946, 33, 41. 

2 Postgrad. med. J., 1952, 28, 35. 

3 Arch. Middx Hosp., 1952, 2, 162. 

4 Riches, E. W., Lancet, 1943, 2, 128. 


urethral catheterization are illuminating. Of the 
patients catheterized only once 23% were infected, an 
even smaller proportion than those not catheterized at 
all, although the numbers are small. Of those catheter- 
ized repeatedly 72% were infected. 

The problem of when and how to relieve retention 
has arisen because it is now possible, in skilled hands 
and with a clean field, for the convalescence after pro- 
statectomy to be as easy as that after interval appendic- 
ectomy. The difficulties could be avoided by treating 
patients at an earlier stage—before the onset of reten- 
tion. That they are not treated earlier is due more to 
lack of hospital beds than to lack of knowledge by 
their medical attendants. 





RISKS OF BUTAZOLIDIN THERAPY 


The need for caution in administering “ butazolidin ” 
is emphasized again by the death of a Nottingham 
woman from agranulocytosis caused by the drug.’ 
This is the third death attributed to butazolidin, the 
other two having occurred towards the end of last 
year.” And a paper® from the U.S.A. now reports five 
more cases of agranulocytosis, ending in recovery, in 
addition to those recently referred to in a leading article 
in this Journal.* Clinical trials, the first of which was 
reported by Currie’ (not by American workers as was 
inadvertently stated‘), have shown that it may have a 
useful part to play in the treatment of patients with 
various types of arthritis; and so common are these 
disabling conditions that doctors in every part of the 
country are now being posed the problem whether or 
not to administer butazolidin to their patients. Accord- 
ing to reports reaching us many patients, too, are well 
aware of the benefit that the drug may confer and are 
pressing their doctors to prescribe it. This is partly the 
result of some ill-judged publicity in a Sunday news- 
paper article, and many doctors will echo the words of 
Dr. H. M. Rice, who gave evidence at the Nottingham 
inquest, that “ whoever was responsible for that article 
cannot have been aware of ,the implications.” 

Butazolidin bears a structural similarity to amido- 
pyrine, a drug known to have caused agranulocytosis 
many times. Though the evidence so far accumulated 
does not indicate that butazolidin is too dangerous a 
drug to use, there is no doubt that certain precautions 
should be taken when it is administered, and contra- 
indications to it borne in mind. A history of peptic 
ulcer or dyspepsia should put the physician on guard, 
because of the risk that butazolidin may induce gastro- 
intestinal haemorrhage, and special care against precipi- 
tating heart failure is also indicated. The patient must 
be warned to watch for and to report immediately to 
his doctor the onset of purpura or any signs or symp- 
toms that may herald agranulocytosis. These include 
malaise, fever, dryness of the mouth, and sore throat. 
The dose should not exceed 0.6 g. in one day. 





1 Nottingham Evening Post, January 16. 

2 British Medical Journal, 1952, 2, 1427. 

3 J. Amer. med. Ass., 1953, 181, 38. 

4 British Medical Journal, 1952, 2, 1401. 

5 Proc. II Cong. Europeo de Rheumat., 1951, 417. 
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REFRESHER COURSE FOR 


ANTENATAL CARE—II. ADVICE 


GENERAL PRACTITIONERS 
FOR THE EXPECTANT MOTHER 


BY 


W. C. W. NIXON, M.LD., F.R.C.S., F.R.C.O.G. 
Professor of Obstetrics and Gynaecology, University College Obstetric Hospital, London 


The subject of diet in pregnancy is so important that 
it is considered in a separate section. Alcohol and 
tobacco need not be vetoed provided moderation is 
practised. 

Exercise.—There is no harm in cycling, gardening, or 
swimming, provided it is not vigorous. Some miscar- 
riages have been directly attributed to the lifting of 
heavy weights or to turning of a mattress. Walking, 
if possible for an hour a day, is the best exercise. 
Driving a motor-car can be allowed, but long journeys 
are not desirable. High-heeled shoes should be changed 
during pregnancy for those with heels not more than 
14 in. (3.8 cm.) high. Employment involving much 
standing should be given up, at least during the last 
two months of pregnancy. 


Rest—A mother who is learning how to relax is 
usually advised to practise this after the midday meal. 
In any case she should at this time take a rest with her 
shoes off. When sitting down the feet should be raised 
whenever possible. Sleep at night can be helped by 
taking a hot drink. 


Clothes should hang loosely, and any constricting 
bands—garters, rolled stockings, tight belts—should be 
avoided. A brassiére that lifts the breasts up but does 
not compress them should be worn. 


Bathing.—If a daily bath is impossible, then the 
mother should have a sponge down. Personal hygiene 
is of particular importance during pregnancy. Douch- 
ing should never be performed. 


Bowels.—A daily bowel action can be maintained by 
attending to diet. Fresh salads, fruit eaten with its 
skin (plums, prunes, tomatoes, apples), wholemeal bread, 
and hot water all help to ensure a regular bowel action. 
The ritual of purgation and the taking of laxatives 
should be avoided. It should also be remembered that 
the bowel is a creature of habit. When there is obstinate 
constipation then a bran recipe will be helpful. 


Diet in Pregnancy 


During recent years diet has become a subject of universal 
interest, and from the spate of scientific and lay publications 
it might be concluded there is something novel about it. Yet 
since the dawn of history food has played a dominant part 
in the survival and evolution of man. Pregnancy is a “ diet- 
efficiency” test, and during this period of physiological 
strain borderline states of malnutrition may be revealed 
which otherwise would have remained latent. 

In a community in which diet is faulty or restricted the 
children and mothers, expectant and nursing, suffer first. 
This does not mean, however, that the baby born of an 
undernourished woman is necessarily small and feeble, for 
it is a common experience in obstetrics to see ill-fed and 
unfit women give birth to babies who are apparently healthy 
and of average weight. At present we are fortunate in not 
having in this country the severe degrees of malnutrition 
seen in Asia and the Middle East. But no one can deny 
that there are groups in our population who do not enjoy 


optimum nutrition—that is, a state of well-being in which 
improvement cannot be effected by a change in diet. 

A doctor is sometimes asked by an expectant mother if 
she can affect the weight of her baby by dieting. Normally 
there is no correlation between maternal diet and the birth 
weight of the baby or between maternal gain in weight and 
birth weight. It is only under famine conditions, with the 
maternal diet dangerously restricted for a long time, that the 
baby’s weight will be significantly reduced. This was seen 
in Holland and in the sieges of Leningrad, Budapest, and 
Vienna in the last war. 

It is well known that during pregnancy—and still more 
during lactation—a woman needs to pay careful attention 
to her diet. In 1933 Sir Edward Mellanby chose as his 
Lloyd Roberts Lecture the subject of “ Nutrition and Child- 
bearing,” and it is interesting to compare the advice he gave 
then with the modern view. There has been little change. 


“Proper nutrition is essential to healthy child-bearing, and the 
diet should include throughout pregnancy and lactation a suffi- 
ciency of what are known as protective foodstuffs. When plenty 
of these are taken there is every reason to believe that the rest 
of the diet will take care of itself. 

“As a general guidance, the diet of pregnancy and lactation 
ought to include: 

2 pints (1.1 litres) of milk daily. 

1 or 2 substantial servings of green vegetables—cabbage, 
spinach, or lettuce—daily. 

1 or 2 eggs or egg-yolks daily. 

An apple or orange or some fresh fruit daily. 

Sea fish twice or more a week. 

Calf’s liver once a week. 

If cod-liver oil can be taken, 2 teaspoonfuls (7 ml.) daily is 
advisable. 

“* The rest of the diet can be made up as the woman wishes.” 


The extra rations and allowances for expectant mothers 
(milk, eggs, meat, orange juice, vitamins A and D, ferrous 
sulphate) go a long way in 1953 to supplementing what 
might be thought a meagre diet. 

Should calcium be prescribed in pregnancy? This 
element is best obtained from food. Milk and cheese are 
the best sources of calcium, green vegetables less so. The 
ideal amount of milk is a quart (1.1 litres a day), since this 
would meet all requirements for calcium and phosphorus. 
Some women find difficulty in drinking raw milk. For these 
there are different ways in which the daily milk ration can 
be taken—soups, gravies, milk puddings, hot drinks, includ- 
ing coffee, milk shakes, cereal. The administration of iron 
should be regulated by the haemoglobin level, and the 
Tallqvist test is a simple and quick way of doing this. 


Control of Weight 


In the United States much importance is attached to 
controlling the weight of a woman during pregnancy. At 
every visit her weight is accurately measured, and if there 
is an increase of more than 1 Ib. (0.45 kg.) a week her diet 
is then restricted. Some obstetricians in that country view 
even an increase of more than 4 Ib. (0.23 kg.) as abnormal, 
and try to limit the total gain to 20 ib. (9 kg.). The reason 
for the attention to this aspect of pregnancy during recent 
years is the recognition that a sudden and rapid increase 
of weight may herald toxaemia of pregnancy. On the other 
hand, there are some women who put on many pounds in 
weight yet pass through pregnancy and labour normally ; 
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this group usually remains overweight after the pregnancy 
is over. By regular weighing it is possible to detect the 
sharp rise of weight which sometimes occurs before the 
classical signs of toxaemia present themselves. 

During the first trimester there is little gain in weight, in 
fact there may be a loss. It is during the second and third 
trimesters that the weight increases. In the last trimester 
about half the total gain takes place, and for the last, 24 
weeks of pregnancy there is an average gain of about 1 Ib. 
(0.45 kg.) a week. Of this 24 Ib. (10.9 kg.) increase, 14 Ib. 
(6.4 kg.) is distributed as follows : 


Baby - iv os a .. 7 Ib. G.2kg.) 
Placenta .. a or is .. 1 tb. (0.45 kg.) 
Amniotic fluid ' a -- 141b. (0.68 kg.) 
Increase in weight of uterus .. .. 2 Ib. O9k .) 
Increase in blood oa .. 1 tb. 45 kg. 
Increase in weight of breasts 14 Ib. (0.68 Ke} 


aken from Expectant Motherhood, by Professor Nicholson 
J. Eastman, Johns Hopkins University, Baltimore. 1948.) 
The 10 Ib. (4.5 kg.) that remain are accounted for by in- 
creased deposit of fat and fluid. A very real attempt should 
be made to keép the total weight gain between 20 and 24 Ib. 
(9 and 10.9 kg.) for two reasons: (1) the risk of toxaemia, 
particularly of the fulminating type, can be lowered; and 
(2) most women are sensitive about their body curves not 
returning to normal after pregnancy. 

In many women the abnormal weight gain is due to 
perversion of appetite and the excessive ingestion of food 
of high caloric value (carbohydrate and fat). There is, on 


the other hand, a physiological reason for the increase in - 


weight apart from “the reproductive weight gain” of the 
products of conception. During pregnancy there is much 
greater elaboration of those hormones—oestrogen and other 
steroids—that are responsible for sodium and fluid reten- 
tion. 

Below is a diet which should be taken when there has 
been a rapid increase in weight. This can be taken as an 
out-patient for some weeks provided vitamins and minerals 
are prescribed as extras. 


Low-sodium Reducing Diet for Pregnancy* 


1,800 calories. Sodium intake, 0.8 g. daily. Total of 14 pints 
of skimmed milk daily. 


Breakfast 

Tea or coffee, milk, no sugar. 

24 oz. salt-free bread. 

4 oz. salt-free margarine. 

1 egg. 

4 oz. orange or juice. 
Mid-morning 

Tea or coffee, milk, no sugar. 


Dinner 
2 oz. lean beef or lean mutton, lean veal, liver, heart, 
rabbit, chicken, rationed cheese (Cheddar type). 
6 oz. green vegetables. 
6 oz. potato. 
4 oz. rice with milk. 
4 oz. fruit. 
Tea 
Tea, milk, no sugar. 
2 oz. salt-free bread. 
+ oz. salt-free butter. 
4 oz. fruit. 


Supper 
4 oz. white fish. 
5 oz. root vegetables. 
Salad—e.g., 2 oz. lettuce, 3 oz. tomato, 1 oz. watercress. 
24 oz. salt-free bread. 
+ oz. salt-free butter. 
4 oz. of fruit. 


Bedtime 
Any milk left from 14 pints. 


$ oz. salt-free butter or margarine may be added daily 
complete the ration of 4 oz. of each per week. In 
above table this is calculated as butter. 
*1 oz.=28 g. 1 pint=0.57 litre. 


to 
the 


Calcium and iron supplements are necessary as well as vitamin 
supplements (A, B complex, C, D). The actual vitamin content 
of fruits and vegetables is always doubtful. Food yeast, which 
is a good source of vitamin-B group, might be used to improve 
the flavour of the skimmed milk. 


Drugs and Pregnancy 

It is surprising how seldom drugs harm the foetus. When 
given in therapeutic doses during pregnancy, even those 
with a known oxytocic effect—for instance, ergotamine tar- 
trate for migraine—need not be contraindicated. Quinine in 
the treatment of malaria will even prevent an abortion or 
maceration of the foetus by destroying the parasites. It 
has been suggested that sulphonamides might interfere with 
foetal development if prescribed in large doses for longer 
than 14 days. In the case of streptomycin, a report has been 
published in which a woman with pulmonary tuberculosis 
was treated with this drug in the early months of her preg- 
nancy up to a dosage of 75 g. The baby was normal and 
on follow-up has not revealed any damage to its auditory 
system. 


Antenatal Preparation 


Increasing attention is being paid to the psychological 
preparation of the mother and the elimination of the fear 
of delivery which affects most expectant mothers, especially 
primigravidae. The mother must be considered as a person. 
The family doctor is in a favourable position to give the 
mother this confidence by explaining the process of birth 
and the changes that take place during pregnancy. He can 
train the mother in muscle control, breathing, and relaxa- 
tion. The publications of Dr. Grantly Dick Read are 
familiar to all, and the late Helen Heardman’s monograph, 
A Way to Natural Childbirth (.ivingstone, 1948), gives use- 
ful advice. It is, of course, understood that the attendants 
during labour have more influence on a mother’s happiness 
than antenatal training. 

The expectant father has been too long neglected and 
relegated to a back place. He should be brought much more 
into the picture and told how he can help his wife during 
pregnancy and labour. An advantage of home delivery is 
that the husband can be present during most or all of his 
wife’s delivery if both of them wish it. Unfortunately, the 
rigid regimentation so often seen in hospitals precludes hus- 
bands seeing their wives till after delivery. A husband can 
quickly become an adept “ back-rubber” and give his wife 
much support, both psychologically and physically. 

It is not possible in the scope of this article to give details 
of what should be included in a programme of antenatal 
preparation. The emotional aspects of pregnancy and labour 
have been neglected in the past. They should receive much 
more attention in the future. 





Next Refresher Course Article.—“ Chest Pain,” by 


Dr. Howard Nicholson. 





The American Army Medical Service has started an 
influenza vaccination programme to protect military per- 
sonnel against a mild form of the disease occurring both 
in the United States and abroad. All American troops in 
Korea, and those under orders for Europe or the Far East, 
are receiving a one-injection vaccination which has proved 
effective against the A-prime virus of influenza in previous 
trials. Military personnel in Europe will also be vaccinated 
if the situation warrants. Major-General George E. Arm- 
strong, Army Surgeon General, said all Continental armies 
and major overseas commands are making detailed reports 
on the occurrence of influenza in their areas and are sub- 
mitting estimates of their probable requirements of vaccine. 
The A-prime virus, believed responsible for the current 
influenza outbreak, is related to strains which accounted for 
the disease in 1950-1. The virus was identified at Fort 
Leonard Wood, Missouri, on December 31, 1952. 
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THE COLLEGE OF GENERAL PRACTITIONERS 


The following statement about teaching and research has 
been issued by the College of General Practitioners : 

One of the objects of the College of General Practitioners 
is to assist in the training of final-year students (and those 
newly qualified) in the principles and technique of general 
practice. The College is already in touch with many medi- 
cal schools that have started schemes by which young men 
and women get their first introduction to general practice 
by attending the surgeries, rounds, or lectures of general 
practitioners of experience ; and information is being col- 
lected about these methods. 

Will general practitioners who are interested in this type 
of teaching please notify the secretary of the College as 
soon as possible as to the ways in which they are willing to 
help in these teaching schemes ? 


Postgraduate Instruction 

The College will encourage and help practitioners to 
accept postgraduate instruction. This will need close co- 
operation with the British Postgraduate Medical Federation 
of the University of London, whose director has kindly put 
aside a room for this purpose at his headquarters (2, Gordon 
Square, London, W.C.1). It has been suggested that the 
College’s regional faculties shall, in a similar way, work in 
close liaison with the postgraduate deans and directors of 
the eighteen other universities—Aberdeen, Belfast, Birming- 
ham, Bristol, Cambridge, Cardiff, Cork, Dublin, Durham, 
Edinburgh, Galway, Glasgow, Leeds, Liverpool, Manchester, 
Oxford, St. Andrews, and Sheffield. 

This postgraduate instruction can be of several kinds— 
attendance at hospital out-patient departments or at medical 
society meetings, lectures, half-day courses, week-end 


courses, five-and-a-half-day courses (from Monday to Satur- 


day), and courses lasting a fortnight or longer. For the last 
four of these courses most National Health Service practi- 
tioners are allowed grants paid by the Ministry of Health 
(fees, subsistence, and travelling allowances), and for the 
last two payment of a locumtenent may also be approved. 
Will general practitioners please notify the secretary of 
the College of any suggestions they may care to make about 
this postgraduate instruction—where and when they think 
it can most conveniently take place in different districts, and 
what are the subjects in which they most want help? 


Research in General Practice 


The encouragement of accurate observation, investigation, 
and recording of results by general practitioners is to be 


‘ an important part of the work of the College. General 


practice reveals a multitude of problems, and it is thought 
that many of these may best be solved by the efforts of 
practitioners themselves, with help from established research 
organizations. There is a wide range of uninvestigated clini- 
cal material from which it is believed that co-ordinated 
general-practitioner research may in time be able to extract 
information of value to Medicine. 

The Research Committee of the College wishes to estab- 
lish a register of members and associates of the College 
who are interested in the possibilities of research work in 
their practices. It is hoped that this register will provide 
means of introducing to one another practitioners who share 
common research interests, to enable them to pool and 
exchange their ideas and information. 

A panel of experienced practitioners, and workers in other 
fields of medicine and science, is being formed to advise 
and help not only groups of doctors but also individuals 
who may wish to carry out research work by themselves in 
their own practices. A number of investigations will be 
initiated by the College itself, and study groups are to be 
set up throughout the British Isles. 

Methods of collection of this material by practitioners 
will vary, and will be designed to throw as little strain as 
possible on the routine work of each day. Cards and flim- 
sies suitable for these investigations, and which will fit the 
National Health Service envelopes, may be printed. 


In order to explore the possibilities of co-ordinating re- 
search by large groups of general practitioners, it has been 
suggested that an “ Investigation of the Year for General 
Practitioners ” might be undertaken. Suggestions are invited 
about the possible nature and scope of such an investigation. 

Members and associates are invited to apply to the secre- 
tary if they would like their names to be placed on the 
research register. Applicants are asked to state any parti- 
cular research interests they may have, and whether they 
would be willing to participate in group-studies. 

All suggestions that are made to the College about these 
different aspects of the teaching of general practice, the 
postgraduate education of the practitioner, and general- 
practitioner research will be carefully considered and 
analysed, and a report upon them will be published later. 

The deans of many medical schools, the director of the 
British Postgraduate Medical Federation of the University 
of London, the postgraduate deans and directors of other 
universities, the Medical Research Council, and many univer- 
sity research departments have expressed their interest in 
these proposals and have agreed to advise and to help in 
their possible development. 

All correspondence should be sent to the Secretary, The 
College of General Practitioners, 14, Black Friars Lane, 
Queen Victoria Street, London, E.C 4. 





Nova et Vetera 








PUBLIC HEALTH IN SCOTLAND 


Observations on the Early Public Health Movement in 
Scotland. By J. H. F. Brotherston, M.A., M.D., D.P.H. 
London School of Hygiene and Tropical Medicine, Memoir 8. 
(Pp. 119. 21s.) London: H. K. Lewis and Co. 1952. 

In this memoir, which was an M.D. thesis, the author first 

discusses the cause of the increase in the population in the 

eighteenth century. He ascribes it to the improvement in 
agriculture, the resulting rise in the general subsistence level 
and standard of life, and the fall in the death rate. In the 
second section he shows that in the first half of the nine- 
teenth century, alongside the increase in wealth due 
to the industrial revolution, there was much destitution and 
disease, increased urbanization, immigrant Irish labour, 
overcrowding, bad housing, typhus, and cholera. The death 
rates rose again. This disastrous state of things led to the 

Poor Law Amendment Act of 1845, which effected some 

improvement and created a statutory obligation to provide 

for the sick poor. 

In the University of Edinburgh the first systematic course 
of lectures in medical police (public health) was offered in 
Great Britain in 1791 by Andrew Duncan (senior), whose 
teaching was based on that of Johann Peter Frank. A chair 
of medical jurisprudence was founded in that University in 
1807, with Andrew Duncan (junior) as the first professor, 
and part of his duty was to lecture on medical police. The 
great W. P. Alison—his portrait adorns this memoir—who 
succeeded Duncan in this chair in 1817, and other en- 
lightened Scotsmen strove in season and out of season for 
public-health reform. Yet the provisions of the famous 
Public Health Act of 1848 were not extended to Scotland. 
It was not until the early ‘sixties that Edinburgh and 
Glasgow appointed their first medical officers of health, 
and not until 1867 that Scotland had her first Public Health 
Act. Professor Ferguson* has observed that the delay was 
chiefly due to Scottish opinion being antagonized by the 
dogma and centralizing zeal of Chadwick and others who 
formulated the Government’s sanitary policy. We hope 
Dr. Brotherston’s memoir is the prologue to further studies 
in the history of public health in Scotland, for his first 
entrance into this field is full of promise. 

ARTHUR S. MACNALTY. 





*Thomas Ferguson: The Dawn of Scottish Social Welfare, 
London, 1948, pp. 147-8. 
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Correspondence 








Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Information to Patients in Hospital 


Sir,—As a profession we have been slow to accept the 
idea that patients admitted to hospital should be fully 
informed about their condition and the proposed treatment, 
although there have been many signs that the patients them- 
selves are becoming intolerant of this attitude. Our un- 
willingness to progress in this respect is partly due to the 
fact that it is not realized by doctors how much there is to 
be gained in confidence, co-operation, and improvement in 
mental outlook if the patient can be taken fully into 
partnership. 

I have tried many methods myself but, like others, have 
found it difficult to get over to the patient in simple language 
those details of diagnosis and treatment which are impor- 
tant. In the clinic I find that most are in no fit mental state 
to understand fully what is said; and few are better after 
admission to the ward. It seemed to me that it would be 
better if the patient could ask the relevant questions after 
having had time to consider what she wanted to know. I 
therefore devised a printed information sheet which could 
be given to all patients on admission. I found that certain 
common fears could be dispelled before they arose, tie 
friendliness and interest of the staff towards the patient 
could be stressed, the behaviour of old towards new patients 
could be controlled, and, just as important, the position and 
duty as regards examinations by the house-surgeon could be 
explained. 

I have now devised a sheet which I think satisfactory. 
Many copies of this, cardboard-backed and cellophane- 
covered, are kept in the ward, and one is given to every 
new admission as soon as she gets into bed. She has time 
to study it before she meets the sister or the house-surgeon. 
The idea has paid great dividends. After almost two years 
of trial the ward staff find that the patients’ confidence is 
gained at once and that they leave for the theatre more 
calmly and confidently. The continuation of this is con- 
firmed by the anaesthetists. In addition the whole atmo- 
sphere of the ward has changed for the better, and the 
co-operation of the patients in all aspects of treatment is 
easily obtained. 

Copies of the sheet are available to those interested if 
they will write to me at St. Margaret’s Hospital, Swindon. 
I would welcome their use by others. It will be realized 
that it is devised for use in a gynaecological ward, but with 
a little alteration will suit other departments.—I am, etc., 

Swindon. Guy ROWORTH. 


*,” This letter is referred to in a leading article on p. 264. 
—Ep., B.M.J. ° 


Sir.—Here is an extract from a letter that I received this 
morning from a patient who is in a hospital: “I told the 
doctor about the strange feelings in my stomach. It made 
him and matron laugh and he told me to forget it. This 
seems rather hard, as one cannot help feeling pain, and I 
was worried about it. So I took courage to tell him, with 
the result of being made only a joke of.” Unfortunately 
the experiences of this patient are only too common. 
Almost daily, patients who attend my clinic say much the 
same thing. 

Such an attitude of mind among some of the medical 
profession is one of the reasons why psychiatric clinics are so 
crowded. A patient treated in this way might well conclude 
that the doctor does not understand or is callous and un- 
interested. The effect of this is that the patient builds up 
an ever-increasing anxiety about the cause and possible 
danger of the pain or discomfort. This becomes the basis 
of a neurosis, and only too quickly psychosomatic symptoms 


follow and a vicious circle is created. As a result the 
patient is always on the doctor’s doorstep or summoning 
him to deal with some crisis in the middle of the night, 
and after many months, by which time the anxiety and 
neurotic attitude have developed to major proportions, 
usually the patient is transferred to the psychiatrist. This is 
often preceded by a round of physical examinations in one 
or mere hospitals. By the time the patient does reach the 
psychiatric department the ground is thoroughly “ muddied 
o’er,” and it is extremely difficult to disentangle the roots 
of the trouble. One of the most regrettable features of the 
situation is the inevitable deterioration in the relationship 
between the general practitioner and the patient. When he 
finally comes to the psychiatrist—to whom he is often 
referred more or less contemptuously as a forlorn hope 
and almost as a punishment—the patient may well regard 
himself as a frustrated export.—I am, etc., 


London, W.9. Doris ODLUM. 


Succinylcholine 


Sir,—In your annotation (January 17, p. 148) entitled 
“ Succinylcholine” it is stated that the evidence presented 
by us suggests that the injection of a preparation of con- 
centrated human serum will reduce the period of apnoea 
in succinylcholine-sensitive patients. It is said in addition 
that “it is unfortunate that it was not demonstrated that 
successive injections of succinylcholine would produce simi- 
lar periods of apnoea in the absence of injected enzyme, 
so that there would then remain no doubt that the shorter 
period of apnoea after the second dose and following the 
plasma infusion was directly related to the rise in pseudo- 
cholinesterase activity so produced.” 

We can assure the writer that succinylcholine has fre- 
quently been given more than once to man and if anything 
with an increase of effect on repetition. In fact this experi- 
ence is the basis of the use of the method by which succinyl- 
choline is administered by an intravenous drip, a technique 
which has been eminently successful. As this is such com- 
mon knowledge we felt no need for repeating this evidence 


in our article-—We are, etc., F. T. Evans. 
P. W. S. Gray. 
H. LEHMANN. 
London, E.C.1. E. SK. 
Methorphinan in Anaesthesia 


Sir,—I should like to comment on the subject of methor- 
phinan as a supplement to nitrous oxide and oxygen anaes- 
thesia in the hope that it may be of interest to those who 
wish to carry out the more complete investigations which 


‘Dr. A. K. Brown advocates in his paper (December 20, 


1952, p. 1331). 

I had used pethidine as a supplement to nitrous oxide 
anaesthesia for some time, but the vomiting and nausea 
which sometimes followed this useful technique was a 
source of disappointment. It was therefore with particu- 
lar interest that I read of the experience of Brotman, Cullen, 
and Wilkins, who administered methorphinan-supplemented 
anaesthesia to 50 patients, 31 of whom were subjected to 
abdominal surgery, without a single case of post-operative 
nausea or vomiting. No less remarkable were the findings 
of Stoelting, Theye, and Graf,’ who record methorphinan 
used as premedication in 1,500 patients and noted no pre- 
operative or post-operative vomiting and only one case of 
nausea. 

I decided to try this drug in the first place on a few 
patients, in order to become familiar with the technique 
of administration, and later on a substantial number for 
a more detailed examination of its properties. It soon 
became evident, however, that post-operative vomiting was 
not less than with pethidine, and the nausea, a symptom not 
mentioned by Dr. Brown, was much more troublesome, 
sometimes lasting for as long as three days. A little over 
a year ago, by the time I had anaesthetized rather less than 
40 patients by this method, I was approached independently 
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by three experienced sisters and a surgeon who were not 
aware that I was trying out a new technique ; each com- 
plained that some of their patients, who proved to be from 
my selected cases, were nauseated and unhappy for an 
unusually long time after operation. As this confirmed 
my Own impressions, methorphinan-supplemented anaes- 
thesia was then stopped.—lI am, etc., 
Liangollen, Denbighshire RALPH J. WHITING. 
REFERENCES 


1 Anesthesiology, 1950, 11, 527. 
? Ibid., 1951, 12, 225. 


Sir,—We have read with great interest the article by 
Dr. A. K. Brown (December 20, 1952, p. 1331) on the 
use of methorphinan as a supplement to nitrous oxide 
and oxygen in anaesthesia. For the past five months we 
have used this drug (“dromoran”) in much the same 
manner as he describes for a variety of operations, which 
now number over 400. We are in complete agreement with 
his conclusions upon the value of this drug, but our views 
with regard to the necessary dosage differ very markedly 
from those that he has expressed. Dr. Brown states: “It 
was rarely necessary to exceed 1.5 mg. of L-methorphinan 
and no case received more than 2 mg. ; 69% of the patients 
received 1 mg. or less.” It is our experience that most cases 
require at least 2 mg., and many rather more. The largest 
dose that we have given to date is 5 mg. This was for a 
total gastrectomy by the abdomino-thoracic approach. The 
operation time was 4} hours. 

It is our opinion that if by adequate dosage the required 
level of analgesia is obtained early in the operation very 
little more will be needed both during the operation and in 
the early post-operative period. Owing to the many vari- 
ables it is not easy to compare various techniques employed 
in clinical anaesthesia, but our own experience is so much 
at variance with that of Dr. Brown that we have set forward 
our views.—We are, etc., 

J. H. CRAWFORD. 


Hove. REx BINNING. 


Abuse of Antibiotics 


Sir,—Mr. Norman Lake’s letter on the abuse of anti- 
biotics (December 13, 1952, p. 1307) is of great interest, 
since these experiences must be commoner than the relative 
lack of reports would lead one to believe. I have in pre- 
paration at the moment a paper on “The Modification of 
Tissue Reaction by Antibiotics,” but Mr. Lake’s letter, 
together with your leading article of the same date (p. 1301) 
in which you suggest that further published experience 
would be helpful, prompt me to write this brief com- 
munication. 

Clinical judgment is based on an accurate memory and 
assessment of past experience by which‘ we learn to antici- 
pate how the body will react to different types and sites of 
infective or mechanical trauma, and so build up for our- 
selves mental pictures of a multitude of maladies and their 
complications sufficiently accurate to recognize them when 
they are encountered. But, as Mr. Lake says, since the 
introduction of antibiotics, syndromes do not always breed 
true ; indeed, signs and symptoms upon which formerly we 
had come to rely as infallible may be either masked, 
modified, or completely absent. 

Not only may general body reactions, such as pyrexia or 
the rigidity of peritonitis, be masked, but more local tissue 
reactions, such as cellulitis, may be greatly modified. These 
puzzling and confusing cases are most commonly associ- 
ated with penicillin, but I have also met atypical tissue 
reactions following sulphanilamide. 

When serving in West Africa for two years during the war I 
met with a number of cases of pyomyositis among the native 
troops. The infection entered the body through tropical ulcers 
on the feet or shins of unshod soldiers, and the natural history 
started as a painful, low-grade cellulitis of a muscle, often the 
pectoralis maior, which in the course of 10-14 days localized 
into two or three abscesses. We tried the effect of sulphanilamide 
on these cases, and were surprised to find that not a few 


responded by developing a marked fibrocytic reaction which in 
due course led to a mass of fibrous tissue. This often replaced 
most of the muscle, to which the skin was adherent, and caused 
contractions. In the middle of the mass were two or three 
tiny abscesses. 

Coming now to the much commoner penicillin reaction, my 
first experience of this was four to five years ago, when, in the 
course of about 18 months, five breast cases were admitted with 
very puzzling physical signs. Four of them, during lactation, had 
developed cracked nipples and subsequent mastitis, for which 
their doctors had given penicillin. They were sent to hospital as 
cases of carcinoma, and they certainly mimicked that condition 
in a most disconcerting manner. In each there was a hard mass, 
palpable with the flat of the hand, causing displacement of the 
nipple and with overlying skin adherent and slightly oedematous. 
In two the skin was puckered. There were no signs of acute 
inflammation, no pyrexia, and, certainly in two, no raised leuco- 
cyte count. The fifth case was a woman of 60 who a few weeks 
previously had knocked against a piano, producing a small bruise 
of the nipple on one side. Because it became inflamed her doctor 
gave her penicillin, and she appeared before us with a small 
hard tumour under and to the outer side of the nipple, with the 
overlying skin adherent and puckered. Each case somehow put 
one on one’s guard, and in each an exploratory incision was 
made into the tumour and revealed a mass of fibrous tissue among 
which lay two or three small cavities containing sterile pus. 

I also have notes of three cases in which operation wounis 
became involved in a sort of giant fibrocytic reaction resulting 
from mild sepsis for which penicillin had been given. The first 
was a man who developed pain in the upper abdomen and lower 
chest, pyrexia, and evidence of small bilateral pleural effusions 
which was confirmed by x-ray examination. His doctor put him 
on penicillin, but without effect. He was then admitted under 


* Dr. Brian Taylor, by which time the pain was tending to 


settle in the right hypochondrium and flank. At this stage I was 
asked to see him, and thought he might be a high appendix 
modified by antibiotics, and I advised operation. At laparotomy 
it proved to be a duodenal ulcer that had leaked but had been 
confined and closed by much adhesive reaction. In view of 
the bilateral chest effusion it was decided not to proceed with a 
partial gastrectomy until a later date. During the next fortnight 
the abdominal wound became immensely thickened, measuring 
4 in. (10 cm.) in width, and extremely hard, and, since no im- 
provement followed either infra-red irradiation or deep x rays, 
the mass was explored and excised. It cut like a scirrhous 
carcinoma and was 3 in. (7.5 cm.) thick. It was greyish white, 
shiny and translucent, and in it were two abscess cavities about 
0.5 cm. diameter, containing granulation tissue. Micrescopy 
showed it to be young fibrous tissue. Another case, for which 
I am indebted to Mr. Debenham, was of inguinal hernia in which 
the wound became mildly infected and was treated by penicillin. 
This wound underwent the same extraordinary thickening as the 
one just recounted, and on exploration showed exactly the same 
macroscopic features. The major portion was excised. The third 
case was ene of ulcerative colitis treated at another hospital by 
simple ileostomy. The condition remained typical of active colitis 
to which was added ischio-rectal sepsis, and the patient was sent 
to Dr. Clifford Parsons, who referred him to me for further 
surgical treatment. Following total colectomy, the abdominal 
wound became mildly infected, penicillin was given, and it healed 
except for a small sinus at the lower end. He went home in 
much improved. health and attended the out-patient department. 
Gradually during the next three months the wound assumed 
fhe gross fibrous thickening seen in the other two cases and, like 
them, was about 10 cm. wide and 7.5 cm. thick. It was excised, 
and was similar in appearance to the other two. Like them, it 
contained small areas of granulation tissue. 

I have seen another form of modified tissue reaction in palmar 
space infections treated by penicillin. In the early days it was 
thought that sterilization of the infected tissue by penicillin would 
lead to recovery, but too often the frozen hand resulted—another 
form of fibrocytic reaction—and it became obvious that even 
sterile pus requires evacuation, otherwise it acts as a foreign 
body leading to a reaction which is crippling to the hand. 

I am familiar with the subphrenic abscess, sterilized by peni- 
cillin, continuing to give vague symptoms of ill-health without 
rigidity or tenderness, pyrexia, or leucocytosis. Yet an x-ray film 
will show a raised diaphragm, depressed liver, or fluid level be- 
tween the liver and diaphragm, or fluid in the pleural cavity. I 
think it more than likely that sterile subphrenic collections often 
account for post-operative ill-health. A pelvic abscess may be 
similarly masked, giving symptoms more like a slowly developing 
subacute intestinal obstruction. I have also seen a large right- 
sided pyonephrosis converted into a steadily enlarging bag of a 
sterile mixture of pus, lymph, and necrotic material, the tumour 
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eventually declaring itself by flattening out the common bile duct, 
thereby causing jaundice, for which the patient was admitted 
under a physician. 

It is unfortunate that one cannot, at will, produce bacterial 
abscesses in experimental animals so that the mechanism of these 
atypical phenomena could be studied. It is understandable that 
reactionary peritoneal fluid, rendered sterile, may cease to irritate 
the nerve endings, yet by stimulating the formation of adhesions 
be capable of producing subacute obstruction. We know that 
culture plates containing sublethal quantities of penicillin will 
lead to the development of quite fantastic forms of various 
bacteria. May not the same happen in the body ? And, if so, 
may not greatly attenuated forms be imprisoned in granulation 
and fibrous tissue, sometimes to produce toxins and sometimes 
to lead to a massive fibrocytic reaction ? 

The modification of general body reaction is extremely 
important ; but it seems to me that it should be looked on 
not so much as the masking of well-known symptoms and 
signs but as new syndromes resulting from infection by 
organisms of changed character. Even more interesting to 
me are the modifications of more local tissue reaction, especi- 
ally in acute mastitis, since the inexperienced might easily 
regard the change as due to carcinoma. There is a sugges- 
tion, but no more than this, that all these perplexing 
phenomena are due to inadequate dosage of the antibiotic ; 
but many other factors have to be considered.—I am, etc., 

Birmingham. F. A. R. STAMMERS. 


College of General Practitioners 


Sir,—It was not to be expected that the college would be 
launched without opposition; one was reconciled to criti- 


_ cism in advance, and, indeed, it is rather surprising that 


there has been so little of it. 

Dr. J..K. Paterson (January 10, p. 97) takes issue with 
the Steering Committee over the criteria for foundation 
membership. He claims that “in general practice there 
exist the most favourable opportunities for stagnation and 
rapid deterioration. to be found in the whole of medicine.” 
He has no right to such an assumption. Neither has he 
any right to suggest that general practitioners with higher 
qualifications are disgruntled failed consultants. Would he 
care to produce evidence and quote a few eel in 
support of his theories ? 

What a lot of difficulties Dr. B. Kendrick has found 
(January 10, p. 97). The entire body of his criticism is null 
and void, for the emphasis of the report of the Steering 
Committee is on decentralization, visualizing the establish- 
ment of regional faculties with peripheral leadership. His 
style of criticism merely amounts to the time-honoured sys- 
tem of extracting fragments from their context and giving to 
them his own peculiar meanings. The college will go ahead ; 
Dr. Kendrick can choose either to throw in his lot with 
good will and take his part in shaping the organization 
which awaits development, or he can sit on the sidelines 
sniping at the people who are doing their bit. Founder 
members, whatever their qualifications for membership, will 
be proud to have played their part in building a sound 
foundation for a college which is going to help the genera- 
tions which will follow us.—I am, etc., 

Gateshead. K. T. BROWN. 


Self-demand Feeding 


Sir—We should like to comment briefly on the various 
correspondence following the paper by us and Dr. M. M. P. 
Ryan on self-demand feeding (November 29, 1952, p. 1180). 

The last impression we wish to give is that mothers must 
be persuaded to feed their babies when they are hungry. 
The supervision to which we refer consists of, first, seeing 
that the mother knows what we mean by self-demand and, 
secondly, in seeing that the staff does not interfere unneces- 
sarily. For the last twenty years or so a regular routine 
of feeding has been used, almost to the exclusion of all 
other methods, in our hospitals. It is a @idy method which 
has a special appeal to most matrons and sisters. Self- 
demand is to them a new concept. It is not easy for them 
to adopt it. There is, not unnaturally, a tendency to accept 


it—anything for a quiet life—but not to put it into practice 
in the wards. If, therefore, one wishes to introduce self- 
demand feeding into a ward, we maintain that a fair amount 
of time must be spent in seeing that it is, in fact, carried 
out as intended. Such certainly proved to be our experience. 

Professor R. S. Illingworth (December 20, 1952, p. 1355), 
on the other hand, apparently found “ not the slightest diffi- 
culty in getting the mother to understand” the essence of 
demand feeding. Professor C. Wilfred Vining (January 10, 
p. 99) supports Professor Illingworth’s remarks presumably 
because of similar experience. His letter would seem to 
indicate the need for us to emphasize that we, with Profes- 
sor Illingworth, are in favour of self-demand feeding and 
only differ from him in our experience of difficulties encoun- 
tered during its introduction. It would be interesting to 
learn of the experience of other units in this respect. 

Dr. Lilian E. Tracey (December 27, 1952, p. 1418) de- 
scribes her experiences in dealing with, on average, three 
mothers and three babies at any one time in her nursing- 
home. We were dealing with the problem in a large mater- 
nity hospital, which is anything but the same thing. She 
asks wherein lies the advantage of the self-demand system. 
In the large unit the great benefit is that it makes feeding 
a matter between mother and baby alone, The ordinary 
regular feeding in current use in many cases is largely a 
matter between nursing staff and baby, with the mother 
being used almost as a feeding-bottle. When the time comes 
for her to go home she has, in many cases, not acquired 
any self-confidence—rather the reverse. She has been 
dependent on the nursing staff, and the prop is taken away. 

Dr. E. B. Grogono (January 3, p. 42) and, to some extent, 
Dr. Joan Tanner (December 27, 1952, p. 1419) suggest that 
self-demand means upsetting the household routine and even 
neglecting other children in order to feed the new baby. In 
our experience, the value of self-demand is pretty well con- 
fined to the first few weeks. Thereafter mother and child 
settle down irfto a routine, which we find frequently approxi- 
mates four-hourly feeding. The bogy of the upset home 
exists only in the minds of those with no experience of 
the method, and particularly in the homes where routine 
feeding is rigidly applied. Only too often the evenings 
are a misery to the whole household, when a feed is all 
that is needed to restore peace.—We are, etc., 


Joun D. Hay. 
Liverpool. P. D. Moss, 


Sir,—As a clinic doctor seeing large numbers of infants 
at the welfare clinics it is very noticeable that the breast- 
feeding record is better in those babies who in the first 10 
to 14 days of life are not kept on a too strict feeding régime. 
Where the hungry infant’s demands in the early days of life 
are accepted as the guide to feeding times, the results are 
better. 

Some hospital. wards and individual midwives enforce a 
strict four-hously feeding routine even in very small infants 
of under 6 Ib. (2.7 kg.). This strict routine appears to have 
an adverse effect on the breast milk supply. The bottle is 
resorted to as early as two to three weeks, and, to quote 
the mother’s words, the breast milk just “ vanishes over- ° 
night.”—I am, etc., 


Leeds, 1. J. I. Roste. 


Collection of Blood 


Sir,—In connexion with your expert’s answer to the 
question on collection of blood “ with certainty and at the 
first attempt” (“ Any Questions ? ” January 10, p. 115), the 
answer must be that no one can guarantee this Utopian state 
of affairs. I would like to suggest to your questioner that 
there are two further aids to venepuncture which do raise 
the success rate nearer the 100% mark. The first is the use 
of eccentric-nozzled syringes, and the second and more im- 
portant is the immersion of the arm for 10-20 minutes in 
water as warm as the patient can tolerate in comfort. 
Having done this, it is almost always possible to withdraw 
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blood from the back of the hand or front of the wrist when 
nothing can be felt or seen in the antecubital fossa. Within 
the limits of the diameter of the vein, the wider the bore 
of the needle the easier it is to withdraw blood without 
frothing or clotting.—I am, etc., 


Edinburgh. 


Sin,—May I be permitted to supplement your answer to 
the question (“ Any Questions ?” January 10, p. 115) raised 
under this heading ? Many other simple precautions will 
help. Preferably the patient should be recumbent in bed or 
on a couch. The arm selected should be warm, and those 
with very difficult veins can be warmed either by hot towels, 
a hot-water bottle, or other suitable means, and should 
be kept out of a draught. The arm should be extended, 
since any flexion at the elbow slacks the tension on veins 
and allows them to move; hyperextension tends to flatten 
veins. The hand and elbow should be lower than the 
shoulder so as to prevent gravitational drainage. _Light, 
preferably daylight, should fall transversely across the arm, 
preferably from without inwards. This tends to give slight 
shadows with even the smallest veins. Instead of the broad 
band you recommend, a sphygmomanometer cuff on the 
upper arm is much to be preferred, the pressure being raised 
to 60-80 mm. of mercury—that is, just below the diastolic. 
With the sphygmomanometer so used the operator can work 
single-handed and has complete control over the distension 
of the veins. 

Attention should be given to the selection of syringe and 
needle. A syringe with a well-fitting plunger and needle 
should be used, preferably of the all-glass type, with the 
plunger lubricated with a small but adequate amount of 
liquid paraffin. The needle should be of the right bore and 
not too long. For quantities of 5 ml. blood and over a 
needle of 20 gauge and about | in. (2.5 cm.) long is to be 
preferred. Needles longer than this, unless they are very 
stout, tend to be “ whippy” and difficult to guide straight. 
The needles should be sharpened to a fine point, and the 
edge of the bevel near the point especially should be keenly 
sharpened. Needles should be examined and, if necessary, 
resharpened each time they are used. Needles straight from 
a new supply are usually not satisfactory. In the case of 
a practitioner who cannot afford time to sharpen his own 
needles and prepare his own syringes and has not access 
to a syringe service, the use of evacuated venules, each of 
which has its own needle, has much to recommend it. 

In conclusion, may I add one further general precaution ? 
Veins should be treated gently and with great respect. 
Slapping the antecubital fossa and massaging the forearm 
are to be deprecated, since both tend to produce venous 
contraction in many cases.—I am, etc., 


Epsom. 


W. H. F. Boyp. 


W. W. Kay. 


Sir,—May I supplement your reply to the inquiry re- 
garding the collection of blood (“Any Questions ? ” 
January 10, p. 115) by recommending as routine in poten- 
tially difficult cases the following points relating to 
technique ? 

A sphygmomanometer cuff with the pressure set between 
the systolic and diastolic blood pressures should replace 
the tourniquet. The chosen vein should be flicked with 
the finger to cause dilatation and to counter reflex spasm 
before the needle is introduced. If the vein does not fill 
following proper application of the arm band and hand 
movements it may be distended by stroking the forearm 
veins towards the antecubital fossa. The needle point 
should be introduced, bevel up, almost parallel with the vein 
in a more superficial plane, and slowly advanced by stages 
in the line of the vein until the dimple which usually 
appears in the skin overlying the needle point suddenly 
disappears as the anterior vein wall is pierced. 

When it is necessary to withdraw blood from the dorsal 
veins of the hand it should be remembered that they lie 
very near to the skin and that it is easy to pass the needle 
through the posterior as well as the anterior wall of such 
a vein. The needle point should be advanced well into 


the lumen, and, after withdrawing a small quantity of blood 
into the syringe to confirm that the needle is correctly 
placed, the blood specimen required should be collected and 
the constricting arm band should be released before any 
intravenous injection is given. 

Using this technique, I have found that it is necessary 
to cut down upon veins as a preliminary to blood trans- 
fusion in only one flying-squad case out of 30. In these 
cases the blood pressure is seldom over 80/50, and has been 
as low as 40/0. A specimen of venous blood is collected 
as routine prior to any such transfusion.—I am, etc., 


Newcastle-upon-Tyne. W. HUNTER. 


Sister Kenny 


Sir,—Professor H. J. Seddon writes (April 12, 1952, p. 802) 
that Sister Kenny “outlived her welcome in the United 
States,” etc., but the Daily Mail (December 1, 1952) states: 
“ It is in America that Sister Kenny is most widely acclaimed 
and honoured. She was recently voted ‘Woman of the 
Hour ’ there, and the United States House of Representatives 
in 1950 passed a Bill granting her the unprecedented privi- 
lege of entering and leaving America at will without passport 
or immigration papers.” 

In your obituary notice of Sister Kenny (December 6, 
1952, p. 1262) no mention is made of Sister Kenny’s most 
important book, published in 1943 by the Bruce Publishing 
Co., Minneapolis, St. Paul, U.S.A.—The Kenny Concept of 
Infantile Paralysis and Its Treatment, by Dr. John Pohl, 
M.D., in collaboration with Sister Kenny, with a foreword 
by Frank R. Ober, M.D., President of the American Ortho- 
paedic Association. 

The British Medical Association Library, I am informed, 
has no printed catalogue of its books available for members ; 
in this way books vital and valuable to the progress of medi- 
cine and public health, such as all the books by Sister 
Kenny, may not become known to members of the Associa- 
tion.—I am, etc., 

Callander, Perthshire. 


*.” All the books in the B.M.A. Library are listed in a 
card-index which can be consulted by members. A printed 
catalogue would quickly become out of date, and to pub- 
lish supplements at short intervals would be expensive. 
Lists of books added to the Library are printed from time 
to time in the Supplement——Epb., B.M.J. 


Operative Treatment of HaHux Valgus and Rigidus 


Sir,—The letter of Mr. J. M. P. Clark (January 17, p. 162) 
in criticism of my article on the above subject (Decem- 
ber 27, 1952, p. 1385) contains some misconceptions which 
need correction. In that article I stated the well-known 
and obvious objections to the Mayo, Keller, and Girdle- 
stone operations without “pouring scorn” on them, for I 
know from much experience that a fair number of patients 
are satisfied with the results. I maintained, however, that 
by the operation of arthrodesis, making the metatarso- 
phalangeal joint rigid in the normal resting position of the 
great toe, the function of the toe in taking the body weight 
in walking, which is so important for the balance and 
strength of the foot, is better preserved than by those 
operations (the Mayo and Keller) which leave weak and 
poorly controlled movement, or a toe too short to act as 
a lever (the Girdlestone). It is because, after arthrodesis, 
the great toe remains as a long and firm lever for. propul- 
sion of the foot rather than as a shortened and weakened 
lever that its function is better preserved than after the 
other operations. A glance at the wear of the sole of the 
shoes of patients after these operations will show the 
difference. 

The operation of arthrodesis and the aftercare are not 
“complicated manceuvres” to any surgeon used to treat- 
ing bones and joints. The only small difficulty is in insert- 
ing the screw or@other means of internal fixation while 
keeping the functional position of the toe. My registrars 
and house-surgeons have readily and successfully done this 
operation in many of my cases. Getting the patient walk- 
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ing in a plaster casing after two weeks is not claimed as an 
“ advantage” of the operation. Indeed, the plaster casing 
is recognized as a disadvantage. But it is a small hardship 
in the treatment of a condition which has usually given 
trouble for years and has to be borne for no longer than 
the period of rehabilitation which must follow after the 
pseudarthrosis operations. In any case it is the perma- 
nent effect of arthrodesis as of other procedures which must 
be considered and by which the value should be assessed. 

Cosmetically the result of arthrodesis is indeed satisfac- 
tory, as the great toe is restored to an almost normal 
appearance—an important matter to the patient. Nor does 
the position of the toe cause trouble in putting on a shoe, 
for, if properly fixed with the proximal phalanx at an angle 
of 30 degrees of dorsiflexion with the metatarsal, the toe is 
in its normal resting posture, to which both shop and surgi- 
cal shoes conform. It is as well, however, for the shoe 
not to have a toecap so that there is no restriction by 
hardened leather over the toe, and to have also a metatarsal 
bar. 

Mr. Clark becomes fanciful and unfair when he writes 
of the operation of arthrodesis producing a “ semi-rigid 
foot”; for, of course, only the metatarso-phalangeal joint 
of the great toe is made rigid and either stiffening of the 
rest of the foot does not occur during the few weeks of 
walking in a plaster casing or tends to disappear soon after 
the plaster is removed, with the more normal use of the 
foot which the restored strength of the great toe allows.— 
I am, etc., 


Bournemouth. N. Ross SMITH. 


Sir,—I had prepared quite a long letter on this subject, 
but having read the polite one by Mr. J. M. P. Clark (Janu- 
ary 17, p. 162) I will content myself by warmly supporting 
what he says and by adding that in Liverpool any ortho- 
paedic surgeon who, using “ Keller’s operation,” could not 
get very nearly 100% “quite satisfactory” and well over 
58% excellent results would soon be taking down his plate. 
—I am, etc., 

Liverpool, 1. BRYAN MCFARLAND. 


Measurement of Tissue Components Radiologically 


Sir,—The correspondence of Drs. B. C. H. Ward and 
G. N. Weber in the Journal of January 17 (p. 161) brings 
out some interesting points regarding asymmetrical objects 
which call for a further amplification of the method as 
given. Primarily it must be noted that the objections raised 
by Drs. Ward and Weber, although valid from a purely 
geometrical consideration of the factors involved, cannot 
be accepted in this particular method, as other limiting 
considerations invalidate them from the practical viewpoint. 

Under the conditions given as suitable for the method, 
it will readily be appreciated that the convergence angle of 
the x-ray tubes is only about 8 degrees. Thus the section 
parallel to the plane of the x-ray plate through any object 
will present only a small difference when viewed from tube 
position I or tube position II, provided the ratio of the axes 
of asymmetry is not abnormal in relation to this plane (for 
example, a needle lying in the vertical plane would give 
such conditions of asymmetry). Any significant difference 
in the measured diameter of the object in a direction paral- 
lel to the tube shift will immediately indicate such an asym- 
metrical body, when the conditions can be adjusted to suit 
the asymmetry. 

In the method as applied, and as recommended for child 
study, it is improbable that the major axis of any body 
will exceed by more than twice the minor axis. For an 
analysis of this type of body the theoretical considerations 
can, for this purpose only, assume that the rays from the 
x-ray tube are parallel. (Although this assumption is justi- 
fied here, it cannot be justified when the case of the magni- 
fication ratio is considered, as assumed by Drs. Ward and 
Weber.) Thus this gives an equivalent condition to the 
fixation of the tube in one position for the two exposures, 


and a rotation of the object about its centre in the vertical 
plane containing it and the tube. It is immediately obvious 
from this consideration that the worst conditions will occur 
when the longitudinal axis of the object lies in the vertical 
plane and along the axis of the tube. 

Considering an object of size 2 cm. in the major axis and 
1 cm. in the minor axis, then if the major axis lies parallel 
to the plate the shadow lengths will be, under the system 
adopted by Falkner and Wisdom, 2.18 cm. and 2.32 cm. 

The separation of the true centres of the shadow images 
will be 0.727 cm., and the calculated separation will be 
0.797 cm. and 0.657 cm. by measuring the edge separations. 
Thus a mean value of 0.727 cm. is obtained for the shift. 


Assuming initially an approximate distance from x-ray plate 
to body, the equation for plate-body distance becomes: 
ea (K-d’) Im 
s 
where d is the distance between x-ray plate and object 
d’ is the estimated distance between x-ray plate and object 
s is the tube shift 
Im is the mean image shift 
K is the distance between tube and x-ray plate 
(Note.—As K is large compared with d an approximate value 
d’ may be used with safety in the factor K—d’.) 
56 x 0.727 
Hence d= —— 
= 5.089 cm. 
Finally the object size in this plane can be calculated as: 
Mean image size x 55 
60 


=2.06 cm. 


This is in close agreement with the actual object size of 2 cm. 
in this plane. 

The example quoted gives a good indication of the error 
which may be expected under the adverse conditions chosen ; 
it also illustrates how a study of the two images will give 
a good approximation to the type of asymmetry present in 
the body.—I am, etc., 

London, W.C.1. 





Object size = 
_ 2.25x55 





E. A. MISKIN. 


Sir,—Drs. B. C. H. Ward and G. N. Weber in their letter 
(January 17, p. 161) appear annoyed that we claimed our 
method was “ new.” We realize the principle is well known 
and tried by radiologists, to whom we are most grateful 
for their guidance and stimulation. It is only new as applied 
to its use in a growth study. 

Various technical objections are raised, which are 
answered as follows : 


1. We do not assume that the outlines of skin, muscle, 
and bone in a cross-section of a limb are symmetrical, 
represented by concentric circles, or that their maximum 
diameters all fall in one plane parallel to the film. First, 
it is important to measure separately shadow-shifts for each 
tissue being measured, thus finding separate film—object 
distances. This is done. Secondly, because the tube-shift 
distance is small compared with the tube-object distance, 
measurement of a symmetrical object gives no theoretical 
error; while the error for an asymmetrical object in the 
worst position is small. . 

Our method is intended for the measurement of tissues 
in such parts of limbs as the upper arm, calf, thigh, etc., 
in both infant and adult. The effective distance in a plane 
parallel to the film plane will, in the case of asymmetrical 
bodies, resolve itself into two planes whose mutual separa- 
tion will determine the amount of the displacement involved. 
The distance between these planes in the vertical direction, 
if the limb is correctly posed (and this can be a source of 
error, as we pointed out), is always less than 1 cm. This 
displacement relative to a convergent angle of approximately 
8 degrees can be considered insignificant from a practical 
viewpoint. 

The possible errors for normal limbs can never reach a 
significance which invalidates the method. Other corre- 
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spondence, which we have had the opportunity of seeing, 
gives the geometrical considerations which indicate that this 
assumption is valid. We are not therefore including in 
our letter any considerations of the geometry of the 
problem. 

We would at this point mention the other possible sources 
of error, common to any radiological method of measure- 
ment. 

(a) Focal spot of tube.—Probably not exceeding 0.2 mm. 

(5) Density of image on film.—Probably not exceeding 0.2 mm. 

(c) Blurring due to movement.—Probably not exceeding 0.2 mm. 

These three factors give lower degrees of definition of the image 
lines. Russel H. Morgan (Amer. J. Roentgenol., 62, 870) points 
out that various combinations of these errors probably interact 
and that in practice the error is small. 

(d) The measurement of the tube shift. 

(e) The measurement of the tube-film distance. 

(f) The subjective error of measurement of the measurer.—Say 
+0.2 mm. (A reliability test shows that this has a mean error 
probably not exceeding +0.2. mm.) 

(g) The error of measurement of the callipers themselves. Wag: 
ligible if checked carefully. 


2. Drs. Ward and Weber say that the image shift is “a 
few millimetres at the most,” and “cannot be judged with 
any great accuracy.” Using our film-tube distance and 
tube-shift, this shift is of the order of 1 cm. and can be 
measured with photogrammetric callipers to the order of 
+0.2 mm. _ This gives a possible error of 2% in this 
measurement. 

3. The correspondents are unable to accept the results of 


a carefully planned experiment with a sectioned human - 


cadaver. The previous notes should explain why in fact 
the results were so accurate. 

4. Drs. Ward and Weber suggest that we should use 
teleradiography with our 15-mA apparatus at a distance of 
6 ft. (1.8 m.) and an exposure of one second. As we 
pointed out, it is very difficult to keep an infant’s limb still 
that long. The 100-mA machines that they recommend 
are now unobtainable second-hand, and we have not the 
mecessary resources to obtain a machine capable of supply- 
ing 135 mA, which would enable us to cut our exposure 
time to one-eighth of a second.—We are, etc., 

FRANK FALKNER. 

London, W.C.1. Sy_tvia WISDOM. 


Butazolidin 


Sir,—It is unfortunate that such exaggerated claims have 
been made for this new drug in the lay Press, and that 
certain of our medical colleagues have allowed enthusiasm 
to influence their judgment, particularly as such serious 
consequences may result from its improper use. It would 
be a great pity if this valuable drug fell into disrepute 
through unwise and uncritical employment at the present 
stage. Data collected by me over the last three years are 
not yet complete,.but certain points have emerged and may 
briefly be summarized as follows : (1) Butazolidin produces 
more prolonged relief of pain than aspirin in a proportion 
(roughly 70%) of cases of rheumatoid arthritis. (2) It pro- 
duces no greater relief of pain than aspirin in the more 
common rheumatic disorders such as osteoarthritis and 
intervertebral disk degeneration. (3) Butazolidin is as 
effective by mouth as by intramuscular ‘injection. (4) No 
advantage is gained by increasing the individual dose above 
0.4 g. in rheumatoid arthritis, nor in repeating it before the 
effect of the previous dose has begun to wear off. The 
duration of the effect varies from one to ten days in different 
individuals. The dosage should thus be 0.4 g. every one 
to ten days according to individual requirements, which can 
readily be determined. If butazolidin is given in ‘this way 
the maximum benefit will be obtained and toxic effects are 
unlikely to arise. In my three years’ experience I have only 
had one toxic reaction—a transient erythematous eruption. 
(5) Butazolidin should not be regarded as a substitute for 
standard methods of treating rheumatoid arthritis with gold 
and physiotherapy, but is a useful means of tiding the 


patient over the early stages of such treatment. It is also 
of value in those patients whose sensitivity to gold prevents 
complete suppression of the rheumatoid process by this 
means. 

Of the value of butazolidin in rheumatic fever, gout, and 
ankylosing spondylitis I am unable to speak.—I am, etc., 


Walkden, Manchester. J. STEWART LAWRENCE. 


Lung Cancer 
Sir,—In their exhaustive paper on lung cancer (Decem- 
ber 13, 1952, p. 1271), Dr. R. Doll and Professor A. Bradford 
Hill do not mention that rara avis—the man who 20 or more 
years ago smoked 2 oz. of tobacco or 50 cigarettes a week, 
and then stopped smoking. Cancer has a curious tendency 
to lie latent for years, especially in the case of the industrial 
cancers. Thus we find cancer due to soot (chimney-sweeps), 
oil (mule-spinners and shale oil workers), cobalt, and uran- 
ium (miners) developing years after men have ceased to work 
in the offending industry. I suspect that if cancer does 
follow smoking it will affect the type of individual I have 
mentioned.—I am, ete., 
Birmingham. 


Medical Association of South Africa, East London 
Division 

Sir,—We are anxious here in East London to contact 
any medical visitors to South Africa who may be pass- 
ing through our port. The Union-Castle mail ships call 
here every Monday and Friday on their way from and to 
Britain, so that if we knew in advance of any prospective 
medical visitor, whether on business or pleasure, we could 
make contact and arrange for them to visit us. We sincerely 
hope that once our notable medical visitors know of a 
welcome awaiting them in East London, and of our keen- 
ness to hear their views and news, they will see their way 
to honour us with a visit and to give us a talk.—I am, etc., 


A. P. BERTWISTLE. 


6, Barnes Court, ELIZABETH M. I. McCase, 
St. Michaels Road Convenor of Clinical Committee. 
East London, S.Africa 


POINTS FROM LETTERS 


The College of General Practitioners 

Dr. T. R. THomson (Cricklade) writes: Of the societies and 
institutions which have sprung up in the last 50 years, surely this 
is the most ridiculous of all. You, Sir, should know as well as 
most, and more than many, that the qualifications of the best 
type of general practitioner have been, are, and always will be 
high character, intelligence, independence, and industry. Except 
for the one word “ ability,’’ I can find no interest in these in the 
Memorandum and Articles of Association of the College of 
General Practitioners. Shall the public be assured that the college 
boys (after payment of their ten guineas) will have these 
qualities ? The good G.P. will see to it that he does keep up 
to date. Are the others to be goaded by the college and inflamed 
by the hope of the Dip.G.P.? A sorry world needs not more 
politicians and officials, but more poets and saints, not more 
scientists, but more thinkers and artists. 


Early Contraceptive Sheaths 

Dr. Georce -V. Boyite (Glasgow) writes: I am writing to 
protest against the inclusion of the article “ Early Contraceptive 
Sheaths ” (January 3, p. 40). In my opinion it offends against 
good taste, and some of the quotations are offensive in many 
ways as well as being vulgar. 


“Et all., etcc.” 

Dr. W. W. ALLison (Chesterfield) writes: Dr. A. J. Jex-Blake 
(December 6, p. 1259) is perfectly correct in his condemnation 
of “ etcc.,” which was obviously used facetiously. His advocacy, 
however, of “ ef ail.” is not so happy. “Et all.” is clearly 
intended to represent “ ef alii.” To give the term in full would 
only involve the substitution of two vowels for a consonant and a 
full stop. I do not think the printer would have reason to com- 
plain on the score of brevity or of increased labour. Finally, 
“ et al.,” though frequently used for “ et alius” or “‘ et alii,” is 
not strictly correct in this sense; “ et al.” really stands for “‘ et 
alibi,” meaning “‘ and elsewhere.” 
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Obituary 


'T. S. HELE, O.B.E., M.D., F.R.C.P. 


We record with regret the death at his Cambridge home 
of Dr. T. S. Hele, Master of Emmanuel College from 
1935 to 1951 and Vice-Chancellor of Cambridge Univer- 
sity from 1943 to 1945. He was 71 years of age. 

Thomas Shirley Hele was born at Carlisle on October 
24, 1881. From Sedbergh School he entered Emmanuel 
College, Cambridge, as entrance exhibitioner in natural 
sciences, and took a first in both parts of the Natural 
Sciences Tripos. He went on to St. Bartholomew’s 
Hospital as Shuter Scholar, and qualified in 1906, 
graduating M.B., B.Ch. a year later. After holding an 
appointment as house-physician at Bart’s he was 
awarded a B.M.A. research studentship, and while hold- 
ing this he worked with Archibald Garrod. Undecided 
about his future, he tried general practice after working 
as a house-surgeon at the Bristol Royal Infirmary, and 
then turned his thoughts towards public health, taking 
the D.P.H. in 1909. Two years later, a few months 
after he had proceeded M.D., he was elected a Junior 
Fellow of Emmanuel College and appointed college lec- 
turer in anatomy and physiology and director of medical 
students. 

For two or three years before the first world war 
Hele commanded D Company of the Cambridge Uni- 
versity O.T.C. During the war he served for five 
years in the R.A.M.C., mainly in Macedonia, and 
was appointed O.B.E. for his services. Not long after 
his return to Cambridge in 1919 he was elected a Senior 
Fellow at Emmanuel, and two years later he was 
appointed Tutor of Students in Medicine. In 1921 
also he became a university lecturer in biéchemistry, a 
post which he gave up on his election to the Mastership 
of Emmanuel in 1935. Most of his published work 
was on the subject of sulphur metabolism. The late 
Sir Frederick Gowland Hopkins was head of the depart- 
ment of biochemistry in Dr. Hele’s time, and for three 
years during the last war Dr. Hele returned to the bio- 
chemical department as deputy for Sir Frederick, but 
he had to give up this work in 1943 when he became 
Vice-Chancellor. He retired from the Mastership of 
Emmanuel in 1951. From 1937 to 1942 he was the 
representative of Cambridge University on the General 
Medical Council. In 1940 he was elected F.R.C.P. 

Dr. Hele’s relations with the many Emmanuel medical 
students were purposely a little casual at first, and to 
complete strangers he was quite a formidable figure. 
But as tutor and student got to know each other 
Dr. Hele’s reserve vanished and he showed himself to be 
the kind and genial man that all his friends remember. 
He disliked formality, and many an important discus- 
sion about a young man’s future was conducted while 
“ Timmy ” sat on the floor playing with one of his young 
daughters. This of course was part of his technique, 
and a very good one it was. For most of his time as 
Fellow and Master he lived within the college precincts 
and he came to know the history of every tree, stone, 
hydrant, and gas-pipe. In particular he gave much time 
to the interests of the college servants. Some years 
before the 1939-45 war he introduced for the benefit of 
the undergraduates at Emmanuel a system of insurance 
against accident and sickness. 

Dr. Hele had very wide experience of university 
business, and in his time had held nearly every college 
Office save that of dean. He knew better than most the 








very heavy load of work put on those responsible for 
college and university administration, and in his later 
years he gave a great deal of thought to the problem 
of how to reconcile the taking of a share in the running 
of a residential university with remaining an efficient 
teacher and research worker. 

While holding the office of Vice-Chancellor he suffered 
much physical pain, and the strain of those two years 
made inroads on his health from which he never 
recovered. He was twice married. His first wife, the 
daughter of Mr. Jonathan Hill and sister of Professor 
A. V. Hill, died in 1941. They had two daughters, one 
of whom is a member of the medical profession. In 1942 
he married Audrey Louise, widow of Mr. F. M. Davis. 

Sir LioneEL Wairsy, Vice-Chancellor of Cambridge Uni- 
versity, writes: Tim Hele was one whose comfortable figure 
had become a part of Cambridge. He was affectionately 
regarded by generations of medical students, being known 
to them as a lecturer in biochemistry, which he took up on 
his return to Cambridge after some years in general prac- 
tice. He became a Fellow and Tutor of his college, then 
Master, and he was Vice-Chancellor of the University in 
1943-5. He was a West Country man from Cornwall with 
a sunny temperament who did not, however, suffer fools 
gladly, whether the foolishness was concerned with the 
elements chemical pathology or the unwise imaginative 
adventures of a young undergraduate. His shrewd, forth- 
right, and common-sense judgment on matters of policy or 
finance or just human nature stood his college and university 
in good stead, and was greatly appreciated by both. In his 
last few years he patiently and uncomplainingly endured 
the discomfort of intractable urticaria. 


R. VEITCH CLARK, M.B., Ch.B., D.P.H. 


By the death of Dr. R. Veitch Clark in hospital at 
Galashiels on January 20 at the age of 76 the medical 
profession has lost yet another of the distinguished 
veterans of the public health service. 

Robert Veitch Clark was born on June 28, 1876, and 
graduated in medicine at the University of Edinburgh 
in 1901, having already taken the degrees of M.A. and 
B.Sc. In 1907 he took the D.P.H. of the University of 
Oxford. After a short period in hospital appointments, 
he joined the staff of the Unjversity of Leeds and later 
held a post in the Leeds public health department, which 
for long has been a training centre from which many 
medical officers have emerged to undertake responsible 
appointments in other parts of the country. In 1913 
he was appointed medical officer of health for the 
County Borough of Croydon, and there he laid the 
foundation of his career as one of the foremost admini- 
strators in English public health. After nine years in 
Croydon he became medical officer of health for Man- 
chester, succeeding Niven, the great sanitarian and 
statistician, who had occupied the post for 28 years and 
who had distinguished himself in dealing successfully 
with the environmental problems of Manchester. 
Veitch Clark’s main task, which he tackled with con- 
spicuous energy, lay in the development of the personal 
health services. At first these were concerned mainly 
with infectious diseases, maternity and child welfare, 
and tuberculosis. The passing of the Local Government 
Act of 1929, however, increased the duties of the public 
health departments of local authorities, and in Man- 
chester it resulted in the transfer of the administrative 
responsibility of some 8,000 institutional beds to the 
medical officer of health. 

Veitch Clark was convinced of the necessity for 
smoke abatement and was honorary secretary of the 
Manchester and District Regional Smoke Abatement 
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Committee, a committee representative of many local 
authorities. Although it has no statutory powers, this 
committee has vigorously pursued a policy of public 
education and investigation in relation to atmospheric 


pollution. He also took a leading part in the formation | 


in 1928 of the Manchester Committee on Cancer, of 
which he was chairman and which under his guidance 
carried out important research into the carcinogenic 
qualities of oil used in the cotton industry. 

Busy though he was in Manchester, Veitch Clark 
found time to take an active part in national affairs, and 
his wide knowledge and experience were freely used by 
central bodies. When the British Medical Association 
held its Annual Meeting at Manchester in 1929 he served 
as president of the Section of Public Health. He was 
president of the Society of Medical Officers of Health 
in 1934-5, and in 1936 he became president of the Man- 
chester Pathological Society. In 1941 he was appointed 
an Honorary Physician to the King for a period of three 
years. He enjoyed excellent health, and on his retire- 
ment from his appointment in Manchester in 1942 at 
the age of 66 he was as active and as virile as ever. 
The death of Mrs. Veitch Clark was a grievous blow 
to him, but his strong character and well-founded 
philosophy helped him in that loss as well as in the 
increasing loneliness which is the lot of thosé who sur- 
vive most of their friends. He rarely missed an oppor- 
tunity of calling at the health department on his occa- 
sional visits to Manchester, to maintain contact with his 
old colleagues and to keep alive his keen interest in the 
work of the department where, he so often declared, he 
had spent twenty happy years. Like so many Scots, he 
retired to Scotland after a lifetime of service in England. 
He spent most of the ten years of his retirement at 
Peebles—well-earned, pleasant, peaceful years—mainly 

. devoting most of his time to the exercise of the art and 
science of angling, in which he was expert. And so has 
passed on one whose high sense of vocation, enthusiasm, 
friendliness, and cheerfulness gave the fullest evidence 
of a life well lived. In expressing our sorrow we offer 
our sympathy to his daughter and son.—C. M. B. 


A. J. MARTIN, O.BE., M.R.C.S., D.Phys.Med. 


The sudden and entirely unexpected death of Dr. A. J. 
Martin on January 6 at the early age of 43 has caused 
the greatest distress to every one of his wide circle of 
friends. 

Alfred John Martin was born on January 1, 1910, at 
Elstree, and was educated at Rugby School and 
Emmanuel College, Cambridge, from which he went 
on to St. Thomas’s Hospital to complete his medi- 
cal training. He qualified in 1937, and after holding 
the posts of orthopaedic house-surgeon at St. Thomas’s 
and clinical assistant at the Red Cross Clinic for 
Rheumatism he joined the R.A.M.C. soon after 
the outbreak of war in 1939. He was three times 
mentioned in dispatches for gallant and distinguished 
services in Burma, where he served for most of the 
war, and in 1945 he was appointed O.B.E. for his work 
in that theatre of operations. On his release from the 
Army in October, 1945, with the rank of lieutenant- 
colonel, he decided to specialize in physical medicine, 
and he obtained the Diploma of Physical Medicine of 
the Roya! Colleges in 1947. After working as first 
assistant in the medical rehabilitation unit of the Royal 
Free Hospital he was eventually appointed to the posts 
of medical officer in charge of the departments of physi- 


‘ 


cal medicine at the Royal Free Hospital, at Hampstead 
General Hospital, and at the Queen Victoria Memorial 
Hospital, Welwyn, the last two appointments being 
honorary ones. 


We are indebted to Dr. G. J. V. Crossy for the following 
appreciation : “ Tiny” Martin was one of the most lovable, 
happy, and friendiy souls it has ever been my fortune to 
know. My first memory of him is of his great bulk, clad in 
bush shirt and bush hat, squeezing into my 180-pounder tent 
to report as commanding officer of the Indian field ambu- 
lance, which became the field ambulance of 33 Corps on 
the raising of the siege of Imphal. It was the beginning 
of a very happy association which lasted through the long 
months and down the long road taken to reach Rangoon. 
During the whole of that time Martin proved himself to 
be the most indefatigable worker and one of the best leaders 
imaginable. His love of the sepoy, his kindness to his 
patients, and his appreciation of the difficulties encountered 
by medical colleagues never faltered. It was one of the 
features of the campaign that the lines of communication 
became perilously extended and casualty evacuation was at 
times a near impossibility. It became almost a common- 
place to say, “Get hold of Tiny, he’ll fix a staging point 
here or a dressing station there.” Somehow or other his 
field ambulance was the most elastic unit conceivable and 
it never struck him to say, or even to consider, that a 
thing could not be done. For his gallantry and devotion 
he was awarded an extremely well-earned O.B.E. It was 
not until 1950 that I met him again, and I found him to 
be the same enthusiast I had known during the war. His 
one great fault was that he was a “ willing horse” and he 
never gave himself a let-up. Irregular meals and hours 
and hard work, both in and out of hospital, went a very 
long way to bring about his sudden coronary failure at 
the tragically early age of 43. Martin leaves behind him 
the memory of a happy warrior, a loyal friend, and an 
ever-helpful colleague. To his wife and young children his 
loss is bitter, and they must have our deepest condolences. 
Their sorrow may perhaps be tempered by the knowledge 
that he was a greatly loved man whose concept of the 
meaning of service was far wider than normal, and he never 
hesitated to act accordingly. 


We are indebted to Dr. Isaac Jones for the following 
appreciation : The very sudden death of Dr. John Martin 
while having a cup of tea with his colleagues in the out- 
patient department of the Hampstead General Hospital 
came as a very severe blow to all who knew him as a man. 
He was the son of the late Dr. Alfred Martin, who was 
regarded by all who knew him as one of the finest type 
of general practitioners, and it is clear by his father’s 
example and teachings that Jack Martin, as soon as he was 
qualified, entered wholeheartedly into practice and gave 
of his very best to his patients, whose welfare he considered 
was his special privilege. At Rugby and Cambridge his 
genuine character and all-round interest in games won him 
many friends. He passed on to St. Thomas’s, and imme- 
diately on qualifying threw himself with the greatest 
enthusiasm into the study of orthopaedics and physio- 
therapy. On the outbreak of war he quickly joined up 
and spent four years in Burma, where his promotion was 
rapid. On his return from the war he immediately set out 
to become thoroughly versed in all aspects of physiotherapy, 
and worked all day and every evening in gaining the 
required knowledge. His work was soon recognized, and 
he was appointed as honorary physician in charge of the 
department of physiotherapy in the Royal Free Hospital 
group. With his status established he accepted more and 
more responsibilities, always feeling that he should give his 
services, no matter where required. There is no doubt that 
the long hours of work, together with the infections acquired 
during his long service in Burma, brought about his early 
demise. At the service held in the very pleasing chapel 
of the Royal Free, the large attendance of people of all 
classes gave testimony to Jack Martin’s character. He 
leaves a brave widow and three children. 
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One of the first women to graduate in arts, science, and 
medicine at the University of Aberdeen, Dr. A. V. BAXTER 
THOMSON, died at her home in Aberdeen on December 8, 
1952, at the age of 72. Agnes Valentine Baxter was born 
on May 13, 1880, the daughter of Mr. J. B. Baxter, a 
Brechin architect, and graduated M.A. in 1902, B.Sc. in 
1905, and M.B.. Ch.B. in 1907. Her husband, the late 
Mr. Benjamin Thomson, was rector of Forfar Academy. 
From 1912 to 1946, when she retired, Dr. Thomson prac- 
tised in Aberdeen, where she became one of the best known 
of medical and social workers in that city. The Mother 
and Baby Home at Richmondhill House, Aberdeen, was 
founded as a result of her efforts in bringing together the 
women’s organizations in the city for that purpose some ten 
years ago. At that time Dr. Thomson was chairman of the 
Aberdeen branch of the Women Citizens’ Association, and 
in 1945 she was elected president of the Scottish Council 
of Women Citizens’ Associations. Other local organizations 
in which she was keenly interested were the St. Katherine’s 
Community Centre, the Soroptimists, the Aberdeen branch 
of the Medical Women’s Federation (of which she had been 
chairman), the National Council of Women of Great Britain, 
and the Aberdeen Old People’s Welfare Council. In 1914 
she became a medical officer of the Mother and Child Wel- 
fare Association, and her work in that capacity was of last- 
ing value to the community. During the last war she served 
as a medical officer to a first-aid post. Dr. Thomson is 
survived by her'two daughters, both members of the medical 
profession, Dr. Ann L. Shennan and Dr. Sheila Thomson. 


Mr. HENRY THOMAS Hicks, consulting gynaecological 
surgeon to the Derbyshire Royal Infirmary, died at his 
home at Derby on December 25, 1952, at the age of 81. 
Born at Ramsgate on October 26, 1871, the son of 
Dr. Robert Hicks, a leading general practitioner in that 
town, he received his medical education at Guy’s Hospital, 
qualifying M.R.C.S., L.R.C.P. in 1896. He was then 
appointed house-physician at Guy’s Hospital and later 
became resident surgical officer to the Evelina Hospital 
for Sick Children, where he was surgeon to the out-patients. 
He took the F.R.C.S. in 1902, and returned to Guy’s Hos- 
pital as obstetric registrar and tutor. He was also appointed 
assistant surgeon to the Samaritan Hospital for Women. 
As a suitable vacancy in his old medical school seemed 
improbable he accepted the appointment of honorary 
gynaecological surgeon to the Derbyshire Royal Infirmary 
in 1908, when the post was created. He went to Derby with, 
considerable experience behind him, and at once established 
himself as a brilliant operator and a skilful obstetrician. 
His advice was sought by colleagues over a wide area, and 
he attended many doctors’ wives, but he was not interested 
in work which he considered was within the province of 
the general practitioner. He had a sound knowledge of the 
natural history of disease, not confined to his own specialty, 
and he was experienced in morbid anatomy and in the 
histology of tumours. He introduced the technique of 
section cutting at the Infirmary. The 1914-18 war, on 
account of personal circumstances and the general disturb- 
ance of hospital work, discouraged him greatly. He never 
quite recovered the same enthusiasm, though he carried on 
his work in the changed world until 1929, when, because 
of failing eyesight, he resigned his appointment at the 
infirmary and retired from practice. For many years 
Mr. Hicks was an examiner for the Central Midwives Board 
—work which he enjoyed. When the British Medical 
Association held its Annual Meeting at Nottingham in 
1926 he served as a vice-president of the Section of 
Obstetrics and Gynaecology. Mr. Hicks always set a high 
standard of professional ethics, and, though not interested 
in medico-political work, was a stimulating colleague behind 
the scenes of any medical society or committee. He pub- 
lished papers on chorionepithelioma, pyelitis of pregnancy, 
and other subjects connected with his specialty. As a 
young man he played both cricket and tennis, and in later 
years he took up golf. He was extremely musical by nature. 


In 1904 he married Miss Getz, matron of the Evelina Hos- 
pital for Sick Children and the daughter of a German 
doctor. After Mrs. Hicks died in 1932 he lived a secluded 
life. There were no children.—H. B. 


Mr. WILLIAM JoNES RICHARDs, who died at Port Talbot 
on January 1 at the age of 79, was born on July 25, 1873, 
and ,was educated privately and at St. Bartholomew’s Hos- 
pital. After qualifying in 1897 he spent a few years in the 
mental health service of the MiddJesex County Council, and 
then turned to surgery, taking the F.R.C.S. in 1906. After 
clinical assistantships at St. Luke’s Hospital and the Royal 
London Ophthalmic Hospital, he settled at Port Talbot as 
a surgical consultant on industrial insurance. He entered 
the R.A.M.C.‘at the outbreak of war in 1914 and served 
with a field ambulance at Gallipoli and as a surgical 
specialist in Palestine with the rank of major. After the 
war he returned to his practice and built up a reputation 
for giving a sound and fair opinion. Mr. Richards was a 
man of many interests, and was always ready to help in 
local activities, but he would not seek public office of any 
kind. His loss will be felt in many circles, and perhaps 
most in the Church he served so well.—D. R. 


Dr. J. C. Lee, who was a Canadian by birth but settled 
in practice in England after serving in the R.A.M.C. in the 
war of 1914-18, died suddenly at his home at St. Leonards- 
on-Sea on January 7 at the age of 64. James Carrel Lee 
was born at Quebec on March 7, 1888, and was educated at 
Quebec High School and at McGill University, where he 
graduated M.D., C.M. in 1914. At McGill he was captain 
of the rugby football team for two years. After holding 
appointments at the Hospital for Women and the General 
Hospital at Montreal, he came to England in 1914 and was 
house-surgeon at the London Homoeopathic Hospital while 
studying for the diploma of L.M.S.S.A., which he obtained 
in 1915. In the latter year he married Dr. Ethel W. 
Gompertz, who was house-physician at the hospital, and 
he then joined the late Dr. W. C. Pritchard in partnership 
at Hastings. His wife carried on his share of the practice 
while he served with the R.A.M.C. in Mesopotamia in 1916 
and later in India. Invalided out of the Army, he returned 
to Hastings and on the death of Dr. Pritchard in 1928 took 
over the whole of the practice, being joined later by his 
nephew, Dr. A. H. Grace. In 1931 he was elected chair- 
man of the Hastings Division of the B.M.A. Dr. Lee gave 
willingly of his time and skill as a member of the honorary 
staff of the Buchanan Hospital at St. Leonards. He was 
also surgeon to the Homoeopathic Hospital at Tunbridge 
Wells. In 1934 he was appointed to the board of manage- 
ment of the Buchanan Hospital and two years later became 
a member of its finance committee. He was made chair- 
man of the board in 1945 and held the position until the 
reorganization of hospitals under the National Health Ser- 
vice. In other ways too Dr. Lee served the community in 
which he lived, for as a J.P. he brought his wisdom and 
experience to bear on the human problems coming before 
the juvenile and domestic courts at Hastings. He had suf- 
fered from recurring attacks of bronchitis and pleurisy for 
some time before his death, but his ill-health did not prevent 
him from responding readily to emergency calls. He will 
be remembered for his generosity and friendliness and for 
his companionable nature. He leaves a widow and one son 


and one daughter. 


Mr. Frank KerrH HayMAN, who died at his home at 
Sharnbrook, Bedfordshire, on January 9 at the age of 59, 
was born on January 28, 1893, and was educated at Clifton 
College. He graduated M.B., B.S. of the University of 
London in 1916, obtained the F.R.C.S. in 1920, and in the 
following year he settled in practice at Great Yarmouth, 
where he became honorary consulting surgeon to the Great 
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Yarmouth and Gorleston General Hospital. He was 
honorary secretary of the East Norfolk Division of the 
British Medical Association from 1928 to 1930. 


Mr. A. Witrrip ApDams writes : Keith Hayman and I 
were friends, and close ones, from schooldays at Clifton 
till in 1916 the war took us to separate fronts. Never then 
nor since did he let me down. He was notable for his 
gadgets, and was always making or acquiring or inventing. 
In sport, he excelled at swimming and diving; in the arts 
he was a keen exponent of the piano. Always he was a man 
of deed not word, and What he wanted he usually effected. 
His independent, enterprising character led him to start 
practice on the East Coast, and medicine there gained what 
Bristol has missed—a doctor who sought the precise truth in 
diagnosis and hated humbug and self-deception. He tended 
his patients with a kindly human skill. With his self-effacing 
nature he had slight regard for ceremony and convention, 
and in him reliability was combined with an intrepid spirit. 
In lamenting the loss of a dear friend we sympathize deeply 
with his family ; we recall, too, the passing of a name which, 
through his father’s and uncle’s practices, added much to 
the repute of Bristol dentistry at the turn of the century. 


Dr. LEONARD Ley writes: Keith Hayman came to Great 
Yarmouth in 1921 as a partner in an old-established prac- 
tice, and within five years was appointed assistant surgeon 
to the Great Yarmouth and Gorleston General Hospital. 
He reached full surgical status in 1927, and from then until 
his retirement through ill-health in 1945 he served the hos- 
pital loyally and proved a skilful and successful surgeon. 
He was always cheerful and unassuming, and perhaps his 
chief characteristic was his equanimity, which in the war 
years rose superior to several bombing attacks in his 
neighbourhood—and to one very large bomb which 
exploded within a few yards of his house. His recreation 
was to spend holidays in a motor-drawn caravan, which 
he built himself. The hands of the surgeon could be adapted 
at will to another skilled craft. After he left Yarmouth he 
worked in a Ministry of Pensions appointment for some 
years, until a love of clinical work made him return to 
general practice. He died “in harness.” 


The sudden death on January 16 of Dr. D. V. MaxweELL 
Apams, while at the wheel of his car, has removed a figure 
familiar at many Annual Representative Meetings of the 
British Medical Association. Daniel Vere Maxwell Adams 
was born on October 5, 1875, one of a family of 13. He 


studied medicine at the University of Edinburgh and at ° 


the Royal College of Surgeons of Edinburgh, graduating 
M.B., Ch.B. in 1898. He was the fourth generation of a 
family of doctors, his great-grandfather, Dr. Alexander 
Maxwell Adams, of Edinburgh, having attended Mrs. Agnes 
Maclehose, a friend of Robert Burns and the “ Clarinda ” of 
his poems. After holding a house appointment at Glasgow 
Royal Infirmary, Daniel Maxwell Adams served as a civil 
surgeon in the South Africa Field Force in the war in 
South Africa from 1899 to 1901 and later became a plague 
medical officer under the Punjab Government. During the 
war of 1914-18 he served in the R.A.M.C. in France and 
in the Balkans, attaining the rank of major. After the war 
Dr. Maxwell Adams returned to practise in Lanark, where 
he enjoyed the confidence and friendship of his patients 
and where he had a smile and a friendly word for everyone. 
A member of the British Medical Association for over 50 
years, he was chairman of the Lanarkshire Division in 
1927-8 and represented his constituency at the Annual 
Representative Meetings from 1930 to 1949. He had a 
bad accident while on a cycling holiday in 1950 and was 
in hospital for some months, but eventually he was able 
to walk, to dance, and even to cycle again. In 1951 he 
was appointed a Deputy Lieutenant for the County of 
Lanark, an honour which he regarded as belonging to the 
medical profession and to the town as well as to himself. 
He was also a town councillor for some years and was 


president this year of the Lord Cornets Club, which he 
joined in 1908. A popular visitor at all social functions, 
he was an entertaining after-dinner speaker. His death has 
left the people of Lanark with a sense of personal loss. 
Dr. Maxwell Adams was a widower, and he leaves one son. 


Many friends and acquaintances will regret the untimely 
death in Manchester of Mr. S. BEEDLE, who was well known 
to the medical profession in the North of England. For 
nearly 30 years he was manager of the British Medical 
Bureau in Manchester and for many years clerk to the Man- 
chester Panel and Local Medical Committees. Since 1949 
he was in charge of the Medical Practices Advisory Bureau 
and the Regional Office of the B.M.A. in Manchester. Mr. 
Beedle, who died on January 7, was 59 years of age. He 
had few interests outside his work, and his life was one of 
devoted service to the doctors who formed his clients. 
Latterly the strain had told on him and he had arranged 
to relinquish some of his responsibilities. It was hoped 
that with partial retirement his health would improve, but 
this was not to be. 





Medical Notes in Parliament 








Claims for Drug 


On January 22 Mr. Epwarp Evans asked for a statement 
on the claims made in respect of the drug B.T.Z. (“ butaz- 
olidin ”) as a cure for rheumatic ailments, including rheuma- 
toid arthritis. 

Miss Hornssy-SMITH said the use of this substance was 
still under investigation in this country. Current evidence 
suggested that in view of the possibility of undesirable toxic 
side-effects it should not be taken except under medical 
direction. 

Mr. Evans said it was undesirable that the lay press 
should spread extravagant claims among the public, leading 
them to entertain false hopes. 

Miss HornssBy-SMITH agreed that it was most undesirable 
that hopes should be raised in respect of drugs which were 
not fully proved. 


Atmospheric Pollution 


Colonel M. Lirton on January 22 asked the Minister of 
Health what representation his department had on the Atmo- 
sphere Pollution Research Committee, and whether he had 
notified the committee that 4,703 persons died in the Greater 
London area during the week ending December 13, 1952, as 
compared with 1,852 during the corresponding week of 1951. 

Mr. IAIN MACLEOD said his department was not represen- 
ted on the committee, but he had confirmed that the commit- 
tee was aware of the figures quoted. The department looked 
on the matter as a problem of greatest urgency, but the 
committee was mainly a scientific body concerned with 
causes, whereas he was more concerned with effects. There 
was a link between the committee and the Medical Research 
Council, which he thought a better method. 


Identity Cards 


Dr. A. D. D. BroucuTon asked on January 22 what 
action the Minister of Health proposed to remove the prob- 
lems that had fallen on dentists, opticians, doctors, and 
executive councils by reason of the abolition of identity 
cards bearing national registration numbers now needed as 
Health Service identification numbers. 

Miss Hornssy-SMITH said a letter would shortly be sent 
to executive councils amending the procedure for giving and 
using these numbers, and describing methods for further 
acquainting the public with their use in the Health Service. 
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Block Grants for Hospitals 


On January 20 Mr. PETER ROBERTS suggested that Mr. 
Macleod should consider allowing hospitals to run their 
block grants over a spread of five years, in the same way 
as universities were financed. 

Mr. IAIN MACLEOD answered that the annual amount in- 
volved would be for Great Britain some £280m. Apart 
from other considerations, a sum of this magnitude must 
be examined each year by the Government and by Parlia- 
ment. 


Old-age Pensioners 


On January 22 Dr. A. D. D. BrouGuTon asked whether 
the Minister of Health, in view of the hardship caused to 
elderly people, would take steps to remove the charges for 
drugs, medicines, and dressings in cases where the patient 
was in receipt of the old-age pension. 

Miss HornsBy-SMITH replied in the negative. 


Prescribing at Clinics 


Mr. GERALD WILLIAMS on January 22 asked the Minister 
of Health to arrange for doctors at child-welfare clinics to 
give prescriptions which could be exchanged for medicine 
under the National Health Scheme. 

Miss Hornssy-SMITH rejected the suggestion. She said it 
was for the family doctor to issue any necessary prescrip- 
tions. 

Capital Expenditure on Hospitals 


Mr. W. FrensurRGH asked on January 22 the estimated 
capital expenditure on hospitals in 1950-1 in England and 
Wales as compared with the capital expenditure in 1937-8 
after allowing for changes in the price level. 

Mr. lain MACLEOD replied that the expenditure was about 
£9m. compared with about £17m. 


Psychiatrists in Wales——Eight consultants in psychiatry have 
been appointed by the Welsh Regional Hospitals Board, three 
Welsh-speaking. In addition the board employs fourteen, six of 
them Welsh-speaking, who were in post when the board was 
established. 

Atmospheric Pollution—In England and Wales 186 local 
authorities maintain stations for the assessment of atmospheric 
pollution. 





Vital Statistics 








Influenza 


The influenza at present prevalent in southern England is 
fairly mild in type. Virus A-prime has been identified. In 
the week ending January 17 there were 72 deaths attributed 
to influenza in the 160 great towns of England and Wales. 
In the previous three weeks there were 51, 29, and 44 deaths 
respectively. These figures bear out clinical reports that the 
influenza is not at present severe. Small outbreaks have 
recently appeared in the North of England. 


England and Wales in 1952 


The infant mortality rate in England and Wales in 1952 
was 27.6 per 1,000 live births (provisional). This is the 
lowest ever recorded. The rate was 29.7 in 1951, and 52.8 
in 1938. 

The death rate was 11.3 per 1,000 population, as com- 
pared with 12.5 in 1951 and 11.6 in 1950. The stillbirth 
rate was 22.6 per 1,000 total births, being 0.4 below the rate 
for 1951. 

The birth rate for the year was 15.3 per 1,000 population, 
as compared with 15.5 in 1951. 


Eire Quarterly Returns 


Returns for Eire show that the infant mortality rate in 
the September quarter of 1952 was 36 per 1,000 births regis- 
tered, the same as for the corresponding quarter of 1951, 
while the neonatal mortality rate was 20. 

The equivalent annual death rate in the quarter was 9.9 
per 1,000 population, being 0.4 below the rate for the third 
quarter of the preceding year. 

The tuberculosis death rate was 0.3 for respiratory and 
0.1 for other forms, as compared with 0.4 and 0.2 in the 
third quarter of 1951. 


Road Accidents in 1952. 


The provisional. total of road accidents for 1952 was ° 
208,141. This is 8,352 fewer than in 1951. Included in the 
total were 4,705 killed, a decrease of 545 on 1951, and 
50,371 seriously injured, a decrease of 1,998. Except for 
the period of petrol restriction, the total is the lowest since 
1930, and the number of killed the lowest since records 
were started in 1926. 


Week Ending January 17 


The notifications of infectious diseases in England and 
Wales during the week included scarlet fever 1,589, whoop- 
ing-cough 2,160, diphtheria 12, measles 21,383, acute polio- 
myelitis 31, dysentery 312, paratyphoid fever 8, and typhoid 
fever 1. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
nine years 1943—51 are shown thus --- - ---- , the figures for 
1952-3 thus . Except for the curves showing 
notifications in 1952-3, the graphs were prepared at the 
Department of Medical Statistics and Epidemiology, London 
School of Hygiene and Tropical Medicine. 
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Infectious Diseases 


Decreases were recorded in the number of notifications of 
infectious diseases in England and Wales during the week 
ending January 10. These included 5,759 for measles, from 
30,497 to 24,738 ; 478 for scarlet fever, from 1,716 to 1,238 ; 
256 for acute pneumonia, from 1,423 to 1,167; 105 for 
whooping-cough, from 2,165 to 2,060 ; and 48 for dysentery, 
from 262 to 214. 

The largest declines in the incidence of measles were 
Lohdon 800, from 2,705 to 1,905; Middlesex 705, from 
2,507 to 1,802; Kent 656, from 2,053 to 1,397; and 
Southampton County 514, from 2,190 to 1,676. The largest 
exception to the trend downwards was a rise of 216 in 
Hertfordshire, from 484 to 700. The largest falls in scarlet 
fever were 35 in Yorkshire West Riding, from 157 to 122; 
33 in Lancashire, from 230 to 197; and 33 in Kent, from 
82 to 49. The fall in the incidence of whooping-cough was 
contributed mainly by the southern section of the country ; 
the largest falls were 98 in Essex, from 178 to 80, and 60 in 
Middlesex, from 137 to 77 ; the largest rise was 69 in Lanca- 
shire, from 358 to 427. The number of notifications of 
diphtheria was 22, and was 3 less than in the preceding 
week. The chief feature of the returns of diphtheria was 
a fall from 6 to 3 cases in Lancashire. Almost a quarter 
of the total cases in the country were notified in Birmingham 
C.B., where 5 cases were reported. 

34 cases of acute poliomyelitis were notified during the 
week ; these were 4 fewer for paralytic and 1 more for non- 
paralytic than in the preceding week. The largest return 
was 7 in Middlesex, where 3 cases were notified in each of 
the adjacent areas of Finchley M.B. and Hendon M.B. 

The largest returns of dysentery were Lancashire 59 
(Liverpool C.B. 29), Lincolnshire 31 (Grimsby C.B. 31), 
Yorkshire West Riding 21, and Kent 19 (Penge U.D. 15). 

51 deaths were attributed to influenza in the great towns, 
and 29 of these were registered in Greater London. Influenza 
virus A has been isolated from patients in the London 
area. 


INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending January 10 
(No. 1) and corresponding week of 1952. 

Figures of cases are for the countries shown and London administrative 
county. Figures of deaths and births are for the 160 great towns in 
Engiand and Wales (London included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire. 

A blank space denotes disease not notifiable or no return available. 

The table is based on information supplied by the Registrars-Genera! of 
England and Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire. 
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* Measles not notifiable in Scotland, whence returns are approximate. 
t Includes primary and influenzal pneumonia. 
§ Includes puerperal pyrexia. 
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Medical News 


Regional Board Offers Clinical Research Prizes.—The 
South-west Metropolitan Regional Hospital Board is offer- 
ing nine £100 research prizes this year. The object is to 
encourage minor items of research by members of the 
board’s hospital and clinic staffs who might not feel justified 
in applying for specific research grants. Three of the prizes 
are for consultants and senior hospital medical officers, three 
for senior registrars and registrars, and three for house- 
officers. The money for the prizes, which are to be annual, 
will come from the board’s allocation of income from the 
Central Endowment Fund. No Exchequer funds will be 
used. 


Rockefeller Grants.—The Rockefeller Foundation has 
made a five-year grant of £10,000 to University College, 
London, for the continued investigation of the selection and 
teaching of medical students. The study is under the direc- 
tion of Professor J. Z. Young, professor of anatomy, and he 
is assisted by Dr. M. L. Johnson. Professor L. S. Penrose 
is advising on the statistical aspects of the investigation. 
Other grants for medical work now announced include 
$133,940 for psychiatric and psychological work with chil- 
dren in Paris, Vienna, and Florence, $275,000 for work on 
viruses both in New York and at field stations in Egypt, 
India, and Trinidad, and $23,000 for genetic studies at the 
Indian Cancer Research Centre, Bombay. Funds have also 
been provided to allow Dr. W. I. B. Beveridge, professor 
of animal pathology at Cambridge, to go to America as 
visiting professor in the department of bacteriology at Ohio 
State University, and for Dr. Andrew Topping and Dr. 
Alexander Mair to visit the United States and Canada to 
observe public health administration and teaching. A grant 
has been made to Dr. S. W. Stanbury, of the department of 
medicine, Manchester University, for laboratory equipment. 


American Gamma Globulin for Glasgow.—An offer has 
been made by the American Society in Scotland to present 
to the Glasgow Public Health Department a limited quantity 
of gamma globulin similar to that used in recent trials 
in the United States on the prevention of poliomyelitis. 
American workers have reported that gamma globulin 
injected intramuscularly becomes effective seven days after 
inoculation and the preventive action appears to persist for 
a period of five weeks. It is as yet unknown whether the 
American gamma globulin is more potent against polio- 
myelitis than British gamma globulin. One of the difficul- 
ties is to decide the best use for the gamma globulin. The 
Department at Glasgow is considering the possibility of 
carrying out small controlled experiments. The short period 
of immunity, the high cost (estimated at about 30s. a dose), 
and the fact that poliomyelitis has been relatively less wide- 
spread in Great Britain than in America are all arguments 
against using gamma globulin on a large scale. 


Fund for Poliomyelitis Research.—Last month the In- 
fantile Paralysis Fellowship, a lay organization for sufferers 
from the disease, launched the National Fund for Polio- 
myelitis Research. The aims of the Fund are to promote 
and finance research into the causes, cure, prevention, and 
treatment of poliomyelitis, and research into the rehabilita- 
tion of those disabled by the disease. It is stated that the 
Fund will spend money only ‘at the advice of the medi- 
cal profession. Among the vice-presidents of the Fund are 
Lord Horder, Sir Russell Brain, and Sir Cecil Wakeley. 
The secretary of the Fund is Mr. Duncan Guthrie, 41, 
Spenser Street, London, S.W. A public appeal for support 
is to be made at the Mansion House dinner on March 2, 
and it is hoped to raise £100,000 in the first year. 


Local Medical Societies.—Recent meetings have included 
the following: Manchester Medical Society——On December 
22, 1952, Professor W. F. Gaisford read a paper to the 








Section of General Practice on “The Treatment of Acute 
Infections in Childhood.” Liverpool Medical Institution — 
On January 8, after opening papers by Mr. John McFarland 
and Mr. R. P. Osborne, there was a discussion on the diag- 
nosis and treatment of diseases of. the pharynx and larynx, 
particularly carcinoma of the larynx. On January 15 there 
was a‘ discussion on “General Practice—Present and 
Future,” opened by Dr. David Johnston and Dr. Thomas 
Seager. Chelsea Clinical Society ——On January 13 Lieutenant- 
General Sir William MacArthur opened a discussion on 
“The Small Pocks and the Great Pocks.” North of Eng- 
land Obstetrical and Gynaecological Society—The annual 
general meeting was held on January 23, at which Mr. D. 
Currie was elected president. Papers on gynaecological and 
obstetric subjects were read by Dr. T. J. Ryan, Dr. R. M. 
Corbet, Mr. R. F. Lawrence, and Mr. S. Bender. 


Detergents in the River Lea.—The discharge of synthetic 
detergents into the River Lea, and the consequent foaming 
of its upper waters, is causing some anxiety to the Metro- 
politan Water Board, as one of its water intakes is situ- 
ated not so very far downstream. According to the Board’s 
Water Examination Committee, whose report was adopted 
at a Board meeting last week, there is no generally applicable 
test for low concentrations of detergents. It is therefore 
impossible to tell with any reliability whether the concen- 
tration of detergents is increasing or whether it may even 
be approaching a level at which it might render water unsuit- 
able for supply purposes, The Metropolitan Water Board 
has drawn the attention of the Ministry of Housing and 
Local Government to this problem and has suggested 
research into it. 


Supplies of X-ray Film.—Ilford Ltd. have completed two 
new factories which should lead to a great increase in pro- 
duction of x-ray film in Britain. The first factory is for 
film-coating, but the second, owned jointly with B.X. Plastics 
Ltd., is for manufacturing the base from which the film is 
made. This is a big advance, as until now all x-ray film base 
has had to be imported, most of it from the United States. 
Plans for these new factories date from wartime, when 
enormous quantities of film were needed both for aerial 
photography and for the medical services. 


Reciprocity of Registration with Victoria—The coming 
into force of the Medical Act, 1950, at the beginning of this 
year has had one unexpected consequence. The law in the 
State of Victoria, Australia, is so framed at present that it 
now becomes illegal for the Medical Board of Victoria 
to register qualifications in medicine gained in Great 
Britain and Ireland. This is because Victorian graduates 
must produce evidence of experience equivalent to the “ pre- 
registration year” before being admitted to the United King- 
dom Register (see British Medical Journal, 1952, 2, 774). 
The Victorian Government—and Victoria is the only State in 
Australia so to be affected—is now looking into the question 
of amending its Medical Acts so as to restore reciprocity. 
Until new legislation is passed, however, the Medical Board 
of Victoria intends to refuse applications for registration 
from United Kingdom doctors. 


Psychiatry in Wales.—The Welsh Regional Hospital 
Board has asked the Welsh National School of Medi- 
cine to establish a Chair of Psychiatry. Over one-third of 
the total beds in Wales are for mental patients, and the 
Board has experienced difficylty in attracting sufficient 
acceptable candidates for psychiatric posts in the Region. 
There is particularly a shortage of Welsh-speaking psychia- 
trists. At present there is no Chair of Psychiatry at either 
Cardiff or Liverpool, the two medical schools mainly re- 
sponsible for the training of the Principality’s doctors. The 
Welsh National School of Medicine is sympathetic to the 
Board’s proposal, but at present carinot afford to establish 


the Chair. 


Lady Tata Memorial Trust.—The trustees of the Lady 
Tata Memorial Fund invite applications for grants, scholar- 
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ships, or fellowships for research on diseases of the blood, 
with special reference to leukaemia, in the academic year 
beginning on October 1. ‘In view of the affinity between 
leukaemia and other forms of neoplastic disease, candidates 
with programmes of research on any aspect of malignant 
disease which may throw incidental light on the related 
problem of leukaemia will be eligible for consideration. 
The awards are open to Suitably qualified investigators of 
any nationality, working in any country in which it will be 
possible to make payments.. The normal value of the 
scholarships is £600 per annum for whole-time research, and 
for the fellowships £1,000 per annum. Further particulars 
and forms of application may be obtained from the Secretary 
of the Scientific Advisory Committee, c/o Medical Research 
Council, 38, Old Queen Street, Westminster, London, S.W.1. 
Applications must be submitted before March 31. 


Nuffield Dental Fellowships.—The Nuffield Foundation is 
offering dental fellowships, valued at between £500 and 
£800 per annum, to graduates in dentistry, medicine, or 
science, The fellowships for non-dental graduates are to 
train them for teaching and research on dental health and 
disease. Those for the dentally qualified are to fit them 
for an academic career in dentistry. Forms of application 
and further details may be obtained from the Secretary of 
the Nuffield Foundation, Nuffield Lodge, Regent’s Park, 
London, N.W.1. The last date for applications is March 1. 


“ The Gift.”—Although doctors are naturally sensitive to 
the presentation of medical subjects on the stage, and tend 
to react to the portrayal of technical procedures with irrita- 
tion or mirth according to their mood, the new play at 
St. Martin’s Theatre, “The Gift,” can safely be recom- 
mended to them. The play turns on the ability to restore 
sight by corneal grafting. One may perhaps doubt that 
there could ever be strong enough reasons to make a 
surgeon take a living corneal graft from his own wife—a 
fatal procedure in this instance—but this dramatic deviation 
from probability does not detract from the obvious sincerity 
of the piece. It is to be hoped that the play will lead to 
an increase in the number of eye donors. 


Journal Index.—The half-yearly indexes to Volume 2 of 
the Journal and the Supplement for 1952 are now being sent 
to members who receive them regularly and to subscribers. 
Members who have not previously asked for the indexes 
can obtain copies, post free, on application to the Publish- 
ing Manager, B.M.A. House, Tavistock Square, London, 
W.C.1. 


Red Warning from Emergency Bed Service.—A red warn- 
ing was issued on January 27, indicating that the percentage 
of admissions was less than 75. During the seven days end- 
ing January 26 the number of applications made by doctors 
to the London Emergency Bed Service for admission of 
patients was 2,191, of whom 73.48% were admitted. 


Mr. Philip Wade has been appointed librarian of the 
Royal Society of Medicine. Mr. Wade joined the staff of 
the library in 1935, and was appointed assistant librarian 
in 1949. 


COMING EVENTS 


Contraceptive Technique.—A lecture-demonstration on 
contraceptive technique will be given by Marie Stopes, 
Ph.D., at the Mothers’ Clinic, 108, Whitfield Street, London, 
W.1, on Thursday, February 5, at 2.30 p.m. No fee is 
charged, but tickets must be obtained in advance. 


Salaried Specialists’ Annual Meeting.—The annual general 
meeting of the Association of Whole-time Salaried Specialists 
will be held at the Royal College of Surgeons, Lincoln’s Inn 
Fields, London, W.C.2, on Friday, February 20, at 4.30 p.m. 
{t will be followed in the evening by the annual dinner of 
the association at the College. Full particulars may be 
obtained from the secretary of the association at 45, 
Lincoln’s Inn Fields, London, W.C.2. 


SOCIETIES AND LECTURES 


Details in this column are necessarily brief. Further information and 
tickets where required (marked @) should be obtained from the institution 
co 


Monday, February 2 
INSTITUTE OF PSYCHIATRY.—8 p.m., Professor Konrad Lorenz (Germany): 
Comparative Psychology and Psychiatry. 


Tuesday, February 3 

BRITISH POSTGRADUATE MEDICAL FEDERATION.—At London School of 
Hygiene and Tropical Medicine, 5.30 p.m., Professor E. J. King, D.Sc.: 
Silicosis and Asbestosis. 

@INsTITUTE OF DERMATOLOGY.—5.30 p.m., Dr. W. R. Bett: Preparation 
and Writing of Papers for the Medical Journals. 

Royal COLLEGE OF SURGEONS OF ENGLAND.—S5 p.m., Acris and Gale Lecture 
by Mr. A. A. G. Lewis: Control of the Excretion of Water by the 
Human Kidney. 

West Enp Hospitat For Nervous Diseases.—5.30 p.m., Dr. C. Worster- 
Drought: Neurological demonstration. 


Wednesday, February 4 

@INstITUTE oF DERMaTOLOGY.—S.30 p.m., Dr. J, O. Oliver: Blood and 
Bone-marrow in Dermatology. 

INSTITUTE OF UroLoGy.—At St. Paul’s Hospital, W.C., 4.30 for 5 p.m., 
Mr. F. R. Kilpatrick: Tuberculosis of the Renal Tract. 

MIDLAND MeEpicat SocieTy.—At Birmingham Medical Institute, 8.15 p.m., 
Professor J. M. Smellie: Chronic Diarrhoea in Children 

RoyaL COLLEGE OF SURGEONS OF EDINBURGH.—3.30 p.m., Mr. S. H. 
Harrison: Reconstructive Surgery of the Hand. 

Roya. wb SuRGEONS OF ENGLAND.—S5 p.m., Arris and Gale Lecture 

by Mr. T teaduads Collateral Arterial Circulation in the Limb. 


Thursday, February 5 

BRITISH POSTGRADUATE MEDICAL FEDERATION.—At London School of 
Hygiene and Tropical Medicine, 5.30 p.m., Professor Matthew Stewart: 
Pulmonary Asbestosis. 

FACULTY OF Te . —At Royal London Homoeopathic Hospital, 
5 p.m., Dr. W. Lees Templeton: Report on Beryllium Provings; Dr. C. 0. 
Kennedy : Research into the Bowel Flora ; Dr. L. R. Twentyman: Obser- 
vations on the Medical Treatment of Cancer. ; 

s or Cump HeatTu.—S5 p.m., Mr. T, T. Stamm: Postural. Dis- 
orders of School Age. 

LIVERPOOL MEDICAL INSTITUTION.—At Stanley Hospital, 2.30 p.m., afternoon 
clinical demonstration. 

OxForD UNIVERSITY.—5 p.m., Dr. G. W. Corner (Washington): The Auto- 
biographical Writings of Benjamin Rush, M.D. 

RoyaL COLLEGE OF SURGEONS OF ENGLAND.—5.30 p.m., Otolaryngology 
Lecture by Professor Geoffrey Hadfield: Co-Carcinogenesis. 

Roya Socrety.—4.30 p.m., Professor A. V. Hill, F.R.S.: “* Instantaneous ”’ 
Elasticity of Active Muscle; Professor H. Munro Fox, F.R.S., and 
Elizabeth A. Phear: Factors Influencing Haemoglobin Synthesis by 
Daphnia. 

St. ANDREWS UNIvsrsiTy.—At Physiology Department, Dundee, 5 p.m., 
Dr. P. L. McKinlay: Statistical Concepts in Medicine and Public Health 

St. Joun’s Hosprtat DERMATOLOGICAL SocreTy.—4.15 p.m., demonstration 
of clinical cases; 5 p.m., Dr. F. T. G. Prunty, Dr. E. G. L. Bywaters, 
and Dr. G. B. Dowling: Cortisone in the Therapy of Skin Diseases. 

@West Lonpon Mepico-CuirurcicaL Society.—At South Kensington 
Hotel, . 7.30 for 7.45 p.m., Professor A. M. Boyd: Management of 
Thrombo-phlebitis of the Lower Extremities and its Complications. 


Friday, February 6 

@instituTte or DeRMATOLOGY.—5.30 p.m., clinical demonstration by Dr. 
S. C. Gold: Contact Allergy. 

INSTITUTE OF NeEuROLOGY.—5 p.m.; Professor E. Bay (Heidelberg): 

Factors in Normal and Pathological Visual Perception. 

INSTITUTE OF PsyYCHIATRY.—3 p.m., Professor H. C, Riimke (Utrecht) : 
Clinical Significance of Obsessional Phenomena. 

Royal INSTITUTE OF PHILOSOPHY.—At University Hall, 14, Gordon Square, 
W.C., 5.15 p.m., Professor J. N. Findlay: Wittgenstein’s Philosophical 
Studies. 

Royat Mepicat Society, Edinburgh—8& p.m., Dr. P. H. Dootson: 
Auscultation of the Heart. 

Unrversiry CoLLece.—At Physiology Theatre, 5.30 p.m., Professor F. 
Bergel: Some Chemical Aspects of Normal Growth. 


Saturday, February 7 

INSTITUTE OF LARYNGOLOGY AND OTOLOGY.—11.30 a.m., discussion. Professor 
FP. Eeman (Belgium): Some Problems Facing the Endoscopist. 

MIDLAND TuBERCULOSIS SocreTy.—At Chest Clinic, 151, Great Charles 
Street, Birmingham Dr. J. G. Scadding: Chronic Lung Disease with 
Diffuse Nodular or Reticular Radiographic Shadows. 





BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Craig.—On January 23, 1953, at the 2 ey “ena to Dr. Jean 
(formerly Simpson), wife of Dr. A. Craig, a 
.—On January 18, 1953, at he Louise adeneneet Hospital, Alder- 
shot, to Margaret (formerly Macrae), wife of Major R. P. Goulden, 
R.A.M.C., a son—Alastair Michael. 


Porritt.—On January 19, 1953, at 31, Queen’s Gate, London, S.W., to 


Kay, wife of Sir Arthur Porritt, K.C.M.G., F.R.C.S., a son. 


DEATHS 
o>. January 16, 1953, at Lanark, Daniel Vere Maxwell Adams, 


M.B., 78. 
 - January 16, 1953, John Charles Cobden Langford, 
M.R.C.S., L.R.C.P., of Chiswick, London, W. 
Ruston-Harrison.—On “January 17, 1953, George Herbert Ruston-Harrison, 
M.B., C.M., of Winscombe Somerset, aged 82. 
Wykes—On January 17, 1953, ittiam aoe Wykes, M.R.C.S., L.R.C.P., 
of Barton-on-Sea, Hants, aged 8 
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Any Questions ? 








Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. 


Asthmatic Attacks in Infancy 


Q.—Could you tell me the best way of dealing with an 
acute attack of asthma in an infant? Is an adrenaline 
injection safe to use in a very young patient in order to 
stop the attack ? 


A.—Subcutaneous adrenaline (2 to 3 minims—0.12 to 
0.2 ml.) is beneficial and not contraindicated in an acute 
attack of asthma in an infant. This dose can be repeated, 
if necessary, two or three times at intervals of about 20 to 
30 minutes. Rectal aminophylline (0.1 to 0.2 g. in 20 ml. of 
water) is often very effective and can be repeated in two to 
three hours. If adrenaline and aminophylline are not 
effective, syrup of ipecacuanha by mouth, as an emetic 
(half to one dram—1.75 to 3.5 ml.), followed by lukewarm 
water may be considered. Steam inhalation is often helpful. 
If the attack is severe and prolonged, oxygen therapy in a 
tent and intravenous glucose 10% (300 ml.) and a sedative 
such as chloral may be necessary. So often an acute attack 
in an infant follows after a few days of a mild respiratory 
infection and in these cases sulphonamides, penicillin, 
and/or other antibiotic therapy are indicated from the start. 


Lacerations of the Ear 


Q.—Outline the treatment of a wound of the ear, passing 
from the junction of the pinna with the side of the head 
and opening into the external auditory canal. 


A.—Sound and clean healing of wounds of this type 
can be assured only by careful attention to detail. 
Sepsis can give rise to a good deal of trouble, especially if 
the cartilage of the pinna becomes infected, but with a 
careful technique it is unusual for serious trouble of this 
kind to arise. 

With a clean wound, after careful cleansing with ether 
soap or 1% cetrimide, any ragged edges of cartilage are 
lightly trimmed. The skin edges should not be excised, but 
if they are ragged a little trimming may be needed. The 
skin lining of the auditory meatus should be neatly and 
carefully repaired, first with fine silk sutures inserted at 
intervals of about 2 mm. It is important to avoid turning 
in the edges of the skin, which heals better if it is coapted 
with vertical mattress sutures. Unless there is very exten- 
sive damage to the cartilage it is best to avoid inserting any 
sutures in it; but, should this seem necessary in a large 
wound, an occasional fine catgut suture may be used. The 
skin of the pinna should then be carefully sutured in the 
same way as the lining of the meatus. 0.004 in. (0.1 mm.) 
suture silk is a suitable material, using three or six “ eye- 
curved” needles for the pinna, and small half-circle cutting 
needles not more than + in. (8 mm.) in diameter for the 
meatus. When the repair has been completed it is best to keep 
the meatus splinted with a light pack of “ vaseline” gauze 
or similar material. The external suture line is best dressed 
with collodion or, if desired, left exposed to the air. Skin 
sutures should not be left more than five days and can be 
removed sooner, but the ear should be carefully supported 
for a week or so with wool and bandages in the case of 
extensive wounds. 

If the wound is contaminated it should be cleansed with 
still greater care, and in these circumstances it may some- 
times be better to sacrifice skin and cartilage edges, 
especially if there has been much contusion of them. But in 
any case only a narrow margin of tissue should be excised. 
No strict rules can be laid down about the method. of 


repair, but, after insufflation with penicillin-sulphanil- 
amide powder, the edges should be sutured as described 
above. Only judgment and experience can really help the 
operator in deciding whether it is justifiable to suture as 
closely as in a clean wound. Sometimes it is wise to insert 
only a minimum number of sutures. Parenteral treatment 
with penicillin may be worth while. 

In a neglected wound, the first step is to clear out all 
infected granulations from the meatus and elsewhere, and 
to ensure that there are no “ sequestra” of cartilage or 
other foreign bodies in the granulations. Generally speak- 
ing it will not be possible to do any effective repair of 
separated or displaced skin edges, and the primary aim of 
treatment at this stage should be to clear up all infection. 
Troublesome perichondritis occurs in sOme cases, and at 
this stage it is unlikely that antibiotics will be of any real 
value. Once the infection has settled, the wound should 
be allowed to heal soundly before any scar correction is 
attempted. This will generally mean a wait of at least three 
months, but often longer. After removal of granulations 
from the meatus it is most important that it should be 
carefully and systematically cleansed each day until heal- 
ing has occurred. The problems of later plastic repair can- 
not be dealt with in this answer. One last point should 
be mentioned : if the meatus has been extensively involved 
it may be wise to make a plug of acrylic resin or dental 
stent to prevent stricture formation. This can usually be 
admirably done by any good dental surgeon. 


Petit Mal and Marriage _ 

Q.—A patient of 19, who has suffered from petit mal 
since infancy, has consulted me about the possibility of 
transmitting her disorder, as she is contemplating marriage. 
What investigations are indicated and how should she be 
advised ? 

A.—It is impossible to give a dogmatic answer to this 
question. An important point is whether epilepsy of any 
type has occurred amongst the patient’s relations, and care- 
ful inquiry should be made about this, as if the disorder 
is found in more than one member of the family there 
is a greater chance of transmission to future generations. 
Another important point is whether there is a history of 
epilepsy in her fiancé’s family. If the patient is suffering 
from true petit mal she is very likely to have an abnormal 
electroencephalogram, and, though it would be of interest 
to have this investigation performed, it probably would not 
be of great help in deciding on the possibility of trans- 
mission of the disease : an electroencephalographic record 
of the fiancé would, however, be of value, as, if this should 
show an epileptic record even when clinical fits have not 
occurred, the possibility of children inheriting the disease 
would be increased. For further information on this com- 
plicated subject reference should be made to an annotation 
published in the Journal (1951, 2, 1330). 


C.S.F. Changes in Psychoses and Epilepsy 


Q.—Are biochemical changes ever found in the C.S.F. 
of manic depressives, schizophrenics, or sufferers from idio- 
pathic epilepsy ? 

A.—Very little is known on this subject. The extent 
of our ignorance is. shown by the fact that in the excel- 
lent critical review by Gillies in Recent Progress in 
Psychiatry (1950, London), though biochemistry is 
covered, no mention is made of work on biochemical 
changes in the C.S.F. About ten or twelve years ago a 
worker in Germany produced a flocculation test for the 
C.S.F: which he said gave almost invariably positive results 
in schizophrenics. This was not confirmed by other 
workers. More recently H. H. Fleischhacker (J. ment. 
Sci., 1943, 89, 297) described the use of a modified form 
of the Takata test, but this work does not appear to have 
been followed up, and his results, do not seem of great 
importance. 
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No one to the writer’s knowledge has ever suggested that 
biochemical changes are to be found in the C.S.F. of manic- 
depressives. or idiopathic epileptics. It is, of course, a 
different matter with symptomatic epileptics. 


Altitude and Hypertension 


Q.—What effect has high altitude on patients with hyper- 
tension? What are regarded as reasonable upper limits of 
altitude for such patients (a) for permanent domicile, when 
presumably physiological adaptation may take place, (b) for 
a month's holiday, and (c) for an aeroplane flight ? 


A.—Altitudes up to 6,000 ft. (1,830 m.) have little adverse 
effect on patients with hypertension, and there is no reason 
why such patients should not take a holiday in the moun- 
tains up to this level, provided they are not threatened with 
heart failure. The adaptations that take place at high alti- 
tudes include polycythaemia and a raised cardiac output, 
and neither of these is beneficial to hypertensive states, so 
that permanent residence in places of 7,000 or 8,000 ft. 
(2,134 or 2,438 m.) is not recommended. Most modern air- 
liners are pressurized to the equivalent of the atmospheric 
pressure at 6,000 ft., and in such artificial conditions the 
height of the plane does not matter. Patients with serious 
hypertension should avoid non-pressurized planes because 
no pilot can guarantee that he will not fly above 6,000 ft., 
owing to the uncertainty of the weather. 


Coke in Open Fires 


Q.—Is. coke safe for regular use in an open fire in a 
living-room? I have heard that the fumes are dangerous. 


A.—Coke is derived from coal by a process of carboniza- 
tion in which nearly all of the volatile constituents of the 
coal are driven off by heating, so it should not be any more 
dangerous to burn than the parent coal. If coke or coal 
is burnt in a fire which does not allow complete combustion, 
carbon monoxide may be produced, and this of course 
would be dangerous if it escaped into the room. This 
could happen if the chimney were blocked. In this case, 
if coal were burnt, the smoke and other fumes, particu- 
larly sulphur dioxide, would be so irritating that it is un- 
likely that anyone would tolerate it, but in the case of 
coke there is much less smoke and fumes, so that the 
escape of carbon monoxide into the room might not be 
noticed and poisoning might conceivably result. 


Toxicity of Mercury Vapour 


Q.—Some laboratory workers think that mercury can 
have toxic effects when the vapour is inhaled over a pro- 


longed period in an open laboratory. Is there any justifica- 


tion for this belief ? 


A.—There is abundant evidence that inhalation of mer- 
cury vapour causes chronic mercury poisoning. It is not 
sufficiently appreciated by those who handle mercury in the 
laboratory, or in industry, that mercury vaporizes at room 
temperature, and that the concentration of mercury in the 
atmosphere increases considerably in winter conditions 
when natural ventilation is reduced and workrooms are 
artificially heated. Form 332 issued in March, 1950, by the 
Factory Department of the Ministry of Labour and 
National Service deals with industrial mercury poisoning. 
It states: “ Mercury gives off vapour to a certain extent even 
at ordinary temperatures, but warmth greatly increases this 
tendency. When the metal, as distinguished from its salts, 
is used, the danger of poisoning arises chiefly from inhala- 
tion of the vapour ; and in a minor degree from swallowing 
or from absorption, in a finely divided state, by the skin.” 
Striking examples of the harmful effects of mercury vapour 
are cited by Buckell et al. (1946). They refer to an incident 
of fire in a quicksilver mine in Austria in 1804. Mercury 
vapour escaped into the air and spread over the country- 


side; 900 persons in the neighbourhood had mercurial 
tremor and many cows suffered from salivation, cachexia, 
and abortion. 

REFERENCE 


Buckell, M., Hunter, D., Milton, R., and Perry, K. M. A. (1946). Brit. J. 
industr. Med., 3, 55. 


NOTES AND COMMENTS 


Short-sighted Boxers.—Mr. Lionet M. Green (London, W.1) 
Writes: Having acted as ophthalmic consultant to the British 
Board of Boxing Control for a good number of years, I feel that 
the reply given by your correspondent to the query concerning 
short-sighted boxers (“ Any Questions ?” January 3, p. 54) is 
somewhat misleading. The inquiry confined itself to the degree 
of myopia among schoolboys which might be considered to con- 
stitute a bar to boxing, and the answer virtually debars even low 
degrees from indulgence in this vigorous and healthy sport. 
Liability to retinal detachment in moderate myopia (up to —4 D.) 
at this age is probably no greater than in non-myopes, as the 
vitreous is usually perfectly healthy, and no evidence of early 
degenerative changes in the region of the ora serrata can usually 
be found or is expected. A blow suffered during this age-period 
sufficient to cause detachment would almost certainly be as likely 
to cause the same type of injury in a non-myope. Only those 
with the higher degrees of myopia, and particularly towards the 
latter years of school life and where the myopia has been rapidly 
progressive, or associated with marked retinal thinning, large 
temporal myopic crescents, early evidence of vitreous degeneration 
such as floaters, and slightly subnormal corrected acuity, should 
be debarred owing to this greater risk of retinal detachment ; and 
indeed in this type of case the poor uncorrected vision present 
would in itself effectively prohibit participation in the game. The 
undue prominence of the myopic eye is very largely a fiction 
based upon the exploded theory that almost all degrees are mainly 
axial in origin with an increased antero-posterior length. Recent 
radiological methods of measuring this axial length have shown 
that up to —6 D. the myopic eye is only 0.5 to 1.5 mm. longer 
than normal, a degree of additional prominence which surely can 
be entirely discounted. In my opinion schoolboy myopes up to 
—3.0 D. certainly, and up to —4.0 D. in most cases, can indulge 
in the sport without additional risk as compared with their 
better-sighted playmates. Except in exhibition bouts all boys 
should wear rubber orbital prominence goggles, a form of protec- 
tion which has recently been advocated for use among profes- 
sionals. Within the range mentioned the acuity present without 
correction is quite sufficient to enjoy the sport and develop a 
sound technique. 

Our Expert writes: I find myself in total disagreement with 
Mr. L. M. Green. I have seen so many eyes seriously damaged 
or totally wrecked as a result of blows from boxing that I feel 
it is superfluous to make a detailed answer to him. Anybody 
who takes the trouble to consult the literature will find a large 
list of tragedies not only among professional but among amateur 
boxers. For example, Jokl, of Johannesburg, has written exten- 
sively upon this subject. In my opinion everything that one says 
about the vulnerability of eyes to boxing injury is enhanced when 
the boxer in question is a myope—even if the amount of his 
myopia is only slight. 


Correction.—In announcing the award of a knighthood to Dr. 
F. P. Montgomery (January 10, p. 92) his appointments as senior 
radiologist to the Royal Victoria Hospital, Belfast, and to the 
Belfast City Hospital were regrettably omitted. 


Any Questions ? ” Book: Second Series.—This is now avail- 
Peg. price 7s. 6d. (postage 6d. extra), from the Publishing 
Manager, B.M.A. House, Tavistock Square, London, W.C.1. 
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